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PRESIDENT Osaoon : Gentlemen, the idea 
of this symposium is the same as that of the 
symposium of yesterday, which covered the med- 
ical, as well as the surgical aspects of the ques- 
tion. Yesterday we considered the medical as- 
pects first, but today we will try having the 
medical aspects last, as a sort of a summing up. 
The idea of these symposia is to have the sub- 


ject presented by a general surgeon in relation 
to the general surgical aspects and then by 
what may be termed a special surgeon in relation 
to the special surgical aspects. This is a very 
broad subject and of course we realize it can’t 
be covered, but perhaps it will give us a chance 
to get some sort of a nut of knowledge which 
we can crack as we go out from the meeting. 


PELVIC SURGERY FROM THE POINT OF VIEW OF 
A GENERAL SURGEON* 


BY LYMAN ALLEN, M.D., F.A.C.S.t 


HE Gynecologist and the General Surgeon 

perhaps should not look upon Major Pelvic 
Surgery from different points of view but still 
there is a slight difference in their attitudes to- 
ward it. When gynecology was developing as a 
Surgical Specialty it was differently regarded in 
various localities. In Boston (and perhaps in 
New England generally) it began as Minor Sur- 
gery, and all the Major Surgery of the pelvis 
came to the General Surgeon. In Baltimore, 
the dominating influence of Dr. Howard Kel- 
ley made the Gynecologist from the first a major 
operator. 

Today, however, there is no question as to 
limiting the Gynecologist to minor procedures. 
Indeed his specialty often seems to cover any 
ailment of a woman and since the day of equal- 
ity of the sexes has come, he has taken that 
statement literally and has in many instances 
included the male in his list of patients. What 
the General Surgeon has left is a question— 
surely in the pelvis there is nothing that he may 


ee" call his own—either in the male or female, for 


~™ the Proctologist takes everything in the poste- 
rior part of the pelvis and the Genito-urinary 
Surgeon all that is in the anterior part. The 
Gynecologist takes the organs in the middle of 
the female pelvis, leaving the General Surgeon 
to take care of diseases in the male pelvis of 
all organs that lie between the rectum and the 
bladder—and that means ‘‘nothing’’. 


At the very start let me say that I think we 
are in danger of doing too many pelvic opera- 


*Read at the Annual Meeting of the New England Surgical 
Society, November 10, 1928. 


tFor record and address of author see ‘This Week's Jssue,” 
page 1219. 


tions. That fact that a woman comes to us com- 
plaining of various symptoms, pelvic and other- 
wise, does not prove that pelvic disease is the 
eause of her trouble. If we find lacerations or 
displacements, old chronic tubes or an enlarged 
ovary we may feel that these ought to be cor- 
rected or removed, but can we always be sure 
that the cause of the patient’s pain or disability 
lies in these abnormalities? Too many ovaries 
have been removed in an endeavor to cure a 
pain whose origin is in the kidney, for example, 
and the correction of a marked retroversion will 
not cure backache or headache due to a focus 
of infection in teeth, tonsils, sinuses, gall-blad- 
der or appendix. It is usually much easier to 
say that this or that pelvic abnormality exists 
than to be sure such abnormality is the cause 
of the symptoms of which the patient complains. 
And the patient who leaves the hospital with 
pelvis well patched up or cleaned out and her 
symptoms not relieved, finds it difficult to ap- 
preciate the beauty of the operation which re- 
moved trouble that she did not know she had but 
failed to cure her of the pain for which she 
sought relief. 

Pelvic disease is capable of causing (reflexly) 
symptoms in other parts of the y—as for 
example, gastric upsets—but the converse is also 
true, disease elsewhere in the body may cause 
pelvic symptoms. When pelvic as well as other 
pathological conditions co-exist it is necessary to 
try to determine to which diseased condition 
the symptoms owe their origin, and then to op- 
erate on the one most likely to be the chief 
offender. The temptation is to try to correct 
all the diseased conditions at one time and that 
is apt to lead us into too extensive an operation. 
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For example, one patient with vague digestive 
symptoms had pelvic’ trouble and a_ possible 
cholecystitis. Since the pelvic pathology was 
certain and that of the gall-bladder possible 
only, the pelvis was fixed up, with no relief of 
symptoms. Later a cholecystectomy was per- 
formed with entire relief of the patient. An- 
other had an enlarged thyroid and pelvic trouble. 
In this case the correction of pelvic abnormality 
gave entire relief of symptoms. I imagine it 
would be easy for any of you to multiply such 
cases from your personal experience, many times 
repeated. 

Diagnosis is thus the most important thing, 
not only the ability to discover pelvic abnor- 
mality but the ability to decide that such ab- 
normality is the cause of the symptoms of which 
the patient complains—for the relief of which 
she has sought medical or surgical aid. 


I know of no sure way to secure this desirable 
end. We can approach it most nearly, however, 
by making always the fullest possible examina- 
tion of the whole patient, including a painstak- 
ing history. Rarely indeed can we assure the 
patient that she is absolutely normal and healthy 
in every part and organ outside of her pelvis 
and that therefore the cause of her symptoms 
must lie there. More often we must weigh the 
chances as to which of several abnormalities 
is the true cause of the symptoms, and attack 
the one which judgment and experience tells 
us is probably the chief offender (if we cannot 
attack all the abnormalities at the same opera- 
tion). 

Certain pelvic conditions per se demand cor- 
rection—even if they are not the probable cause 
of the present disability—either because of the 
practically certain increase of trouble there in 
the future (as possibly the development of can- 
cer) or because a return to health and strength 
may be impossible without the repair of the 
pelvic trouble which now is playing only a 
secondary role. 

The General Surgeon must not be pig-headed 
or slow about admitting the pelvic trouble, nor 
search too long for another possible cause for 
symptoms which can be adequately explained 
by obvious pelvic disease, but the Gynecologist 
must not jump at the conclusion that pelvic 
abnormality is certainly the cause of the present 
symptoms. 

One of the great mistakes of the General Sur- 
geon in dealing with pelvic inflammation is to 
fail to realize that acute infections in the pel- 
vis are usually much better left alone for a 
time. An acute salpingitis is an entirely dif- 
ferent problem from an acute appendicitis. If 
I were to be dogmatic in a statement covering 
this point I should say :—‘‘ Always operate at 
once upon an acute appendix and always delay 
operation upon an acute pus tube’’. The pel- 
vis takes care of pus very well, absorption from 
it is slow, and as long as the infection remains 


in the pelvis no great harm is likely to result. 
On the contrary it is likely that what is at first 
a serious infection, perhaps wide spread in the 
pelvis, will, under the influence of rest, the 
Fowler position, Murphy Drip, and perhaps hot 
douches, become so centralized and localized that 
at the delayed operation only the removal of an 
occluded tube will be necessary. And certain it is 
that an operation performed earlier, in the acute 
stage; has a higher mortality and will almost 
certainly sacrifice organs which nature would 
have saved if given time, and this saving may 
make the difference between returning to her 
home a healthy woman instead of a neurotic 
invalid for the rest of her life. 


The freedom from great danger of sepsis 
in the pelvis acts in another way—it encourages 
men of comparatively little experience or skill 
as surgeons to attempt major pelvic work, for 
the danger of death, from infection at least, is 
less than in any other part of the body. The 
mortality from pelvic surgery done by the many 
different men in my locality who do any operat- 
ing at all—and there are a number of them who 
would not think of attempting a cholecystectomy 
or the dissection of a neck but who do not hesi- 
tate to do pelvic work—the mortality, I say, is 
surprisingly low. I do not mean that I con- 
sider first class pelvic surgery a simple thing, 
but I do mean that pelvic surgery seems par- 
ticularly safe (due possibly or partly to the re- 
sistance of the pelvis to sepsis). The end re- 
sults are harder to trace and may not be very 
good in unskilled hands. In fact the end re- 
sults may often be most disappointing even in 
the best of hands. 

The problems presented by pelvic surgery 
are :— 


Ist, Mechanical, the repair of lacerations and 
the holding of the pelvie organs in proper posi- 
tion. The majority of such operations are com- 
paratively simple, but the proper repair of a 
complete tear into the rectum or of an injury 
to the base of the bladder or to the urethra is 
a very different matter. 


2nd, Infections, which I have already said are 
frequently best treated by a period of delay 
before operation. 

3rd, Non-malignant new growths, which present 
their special train of symptoms, and in the case 
of myomata may perhaps be well treated by 
x-ray or Radium at times. 

And 4th, The malignant new growth, where the 
problem ‘is the same as that of cancers elsewhere, 
that is, their early and complete removal, which 
may be impossible or may require a most dif- 
ficult and extensive dissection, fraught with the 
danger of hemorrhage or of injury to ureters, 
bladder or gut. I believe that such cases, when 
possible, should be treated by the knife, leav- 
ing x-ray and Radium to be used in otherwise 
inoperable cases, and in many instances for their 
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palliative e ect alone, with no hope of cure. 
Sometimes they have post-operative value, also. 


In the past four years in the two larger hos- 


fr pitals with which I am connected in Burling- 


ton I find the following statistics regarding pel- 
vie cases. The majority of these cases have been 
under the care of one of seven different sur- 
geons, but a considerable number have been 
operated upon by other men whose surgical ex- 
perience is rather limited. 


Whole number of pelvic cases, 3052 

Of which malignant cases were, 395, with 20 
deaths 

Total number of deaths, 46. 

Mortality of all pelvic cases, 1.50%. 
malignant cases, 1% 

Of malignant cases, 5% 


Of non- 


This surely is a very low mortality and I con- 
fess was a surprise to me. But the mortality of 
this class of cases is by no means the only con- 
sideration. The end results with the percent- 
age of cures or lasting benefit is most important. 
I have been able to follow up a fair percentage 
of nfy cases and find that about 24% cannot be 
called really satisfactory in the long run. Of 
course, we are dealing with many women in the 
child bearing age and some of these will again 
become pregnant and perhaps undo the repair 
work. Also, some are at the menopause and 
their nervous condition, due to that age, will 
naturally color the report of lack of benefit 
from their operation. Again, the amount of 
damage done by disease of the pelvie organs may 
necessitate an operation which at best can but 
palliate a bad condition, and I am not think- 
ing of cancer only, but of non-malignant condi- 
tions also, where it is sometimes necessary to 
sacrifice hopelessly diseased organs and patch 
up relaxed and torn tissues. which perhaps for 
years have impaired the health of the patient 
until improvement and not cure is all that can 
be hoped for. But even considering all this I 
think that our end results ought to be better 
and would be better if we had more complete 
knowledge of the probable end results of the 
various operations. For example, what is the 
best way in each given case to hold up a retro- 

verted or prolapsed uterus? When should an 


ovary be removed and when is a plastie opera- 
tion on the ovary indicated? Does pricking the 
cysts in an ovary prove of lasting benefit or 
should all the cyst bearing area be removed, 
leaving a small apparently healthy piece; or 
are those cysts of no importance anyhow? Is it 
wise to remove the entire uterus for fibroids or 
is the simpler supravaginal hysterectomy with 
or without the reaming out of the cervix a bet- 
ter procedure since it has a lower mortality in 
ordinary hands, or should a myomectomy be 
done instead ? 

These and many other questions present 
themselves to the surgeon and without a large 
number of cases from which to draw conclusions 
he is at a loss for an answer. 

What pelvic surgery needs today is not so 
much new methods that will reduce the mor- 
tality of the operations, for that stands now 
at a very low figure; nor is it the invention or 
development of new operations to attain the 
desired ends; but it is the standardization of 
the present procedures so that we may all know 
which operation is more likely (in a given case) 
to secure the desired end. This can be learned 
only through such an efficient follow-up system 
as will definitely answer the question of the 
final result of each of the various types of opera- 
tion, so that an operator may know before he 
starts the operation which one of several meth- 
ods has in the past given the largest percentage 
of permanent relief or cure. A _ sufficiently 
large group of each of the numerous types of 
eases cannot possibly lie in the experience of 
any one operator. By the time any one man 
can have secured sufficient data of his own from 
which he may safely draw conclusions he must 
of necessity be nearing the end of his active 
operating life. But if we could have an acen- 
rate follow-up report upon all of the pelvic 
cases operated upon in New England, for ex- 
ample, during the past ten years, with their 
ultimate results, we could discard many of the 
present operative practices as having been found 
less satisfactory in the long run, and we could 
give our patients the benefit of such operations 
only as had been proved to be of lasting value 
in the relief of diseased conditions. Thus and 
thus only can pelvic surgery afford the relief of 
which it is capable. - 


; PELVIC SURGERY FROM A GYNECOLOGICAL 
STANDPOINT* 


BY WILLIAM P. GRAVES, M.D., F.A.C.8.t 


TOUR president has allotted to me the be- 
wildering task of writing a twenty-minute 
paper on the sweeping subject of Pelvic Sur- 
gery. It has occurred to me that I may best 
Read at the | of the New England Surgical 


Society. November 


+For record and error of author see “This Week’s Issue,” 
page 1219. : 


meet the requirements of this task by the reci- 
tation of what may be termed a gynecological 
creed, covering for the sake of brevity, certain 
questions concerning which there is a well-recog- 
nized division of opinion. Nor is this an in- 


significant field of inquiry, for, it must be ad- 
mitted that in both theoretical and practical 
gynecology there exists a greater diversity of 
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beliefs than in most branches of medicine. My 
creed must therefore be distinctively a personal 
one. It is presented not in a spirit of defiance 
toward the equally sincere opinions of others, 
but merely as a record of individual experience. 

The conclusions here given are not, I assure 
you, simply vague unconfirmed impressions ; but 
are for the most part the result of extensive 
follow-up studies recently made at the Free 
Hospital for Women, that cover all the impor- 
tant diseases included in gynecology. This 
statistical research reaching back to the begin- 
ning of the Hospital in 1875 has been conducted 
during the past two years by Dr. Geo. V. Sinith, 
and is now being published in a series of mono- 
graphs that will appear from time to time in 
various medical periodicals. 

Surgery of the Pelvis may conveniently be dis- 
cussed under four general headings:—1. On- 


cology; 2. Mechanical Errors (including mal-j gj 


positions and the results of child-bed injuries) ; 
8. Pelvic Inflammations; and 4. Functional 
Disturbances. 


ONCOLOGY 


Pelvic oncology relates chiefly to neoplasms 
of the ovaries and uterus. 

The Ovaries. Some of the greatest mistakes 
in operative gynecology have been made in 
ovarian surgery. The often-heard expression 
furor operandi was first justly hurled at sur- 
geons, followers of the older French school, who 
thought that they found in the indiscriminate 
removal or resection of normally cystic ovaries 
(so-called cystic degeneration) a sort of panacea 
for many of the ills peculiar to women. This 
fallacy still exists, but since it is rapidly dis- 
appearing it needs only passing comment. 

Errors at the present time are for the most 
part due to the failure of the profession to de- 
tect early ovarian growths, and secondly to the 
improper handling of ovarian tumors that have 
been subjected to operation, both faults of in- 
adequate gynecological training. 

We believe that the majority of ovarian can- 
cers were, during one period of their existence, 
benign. There is sufficient pathological evidence 
that certain types of benign ovarian tumors 
possess so high a potential of later malignant 
change both in themselves and in the opposite 
ovaries that their removal must be coupled with 
a clean sweep of the pelvic organs, even though 
these may appear normal. 

Still other ovarian tumors are of so low a 
malignant potentiality that in the child-bearing 
age they may be treated with the most painstak- 
ing organ-conservation. 

From the standpoint of saving life on the one 
hand, and of preserving the natural pelvic func- 
tions on the other, it is the inevitable duty of 
every operator who includes pelvic surgery in 
his repertory to make himself thoroughly famil- 
iar with the pathology and clinical behaviour of 
all the common types of ovarian neoplasms. 


In the treatment of inoperable ovarian can- 
cers associated with ascites and peritoneal car- 
cinosis we are employing a combination of deep 


x-radiation and intravenous administration of % 
lead, a form of therapy to which this type of 


cancer appears to be peculiarly amenable. A 
statement of our results would at this time be 
unjustifiably premature. 
The Uterus Oncology of the uterus com- 
prises chiefly fibroid tumors and cancers. 
Fibroids The treatment of fibroids is by no 
means an effefe science, for radiology and im- 
proved operative technique have introduced new 
methods and hence new problems of treatment. 
These problems concern principally the 
fibroids that manifest themselves during the 
child-bearing age. Indiscriminate hysterectomy 
and irradiation of these tumors have condemned 
many a young woman to sterility, celibacy, or 
ivorce. 
We believe emphatically in a more extended 
employment of the operation of myomectomy. 
This operation once reputed to be followed by 
stormy convalescence, sepsis, obstructing adhe- 
sions and danger of later uterine rupture in 
pregnancy, lost caste, and for many years be- 
came almost obsolete excepting in its routine 
application to insignificant growths. With im- 
proved technique and surgical handicraftsman- 
ship the operation has come into its own and is 
capable of producing some of the most brilliant 
achievements in operative gynecology. Large 
tumors that menace the health and life of the 
host may often under proper technical handling 
be removed with complete anatomical and func- 


‘tional restoration of the uterus, and with a min- 


imum of danger from later complications. 

In the treatment of fibroids occurring in mid- 
dle age, the choice between irradiation and 
hysterectomy presents a new and not yet en- 
tirely solved problem. Our experience has led 
us to advocate irradiation only for the smaller 
symptom-giving tumors, and then only when 
every suspicion of inflammatory complication 
is absent. We are more than ever convinced of 
the error of using radium or x-radiation in the 
presence of pelvic inflammation no matter of 
how long standing, a point which we wish to em- 


phasize in view of the present tendency of cer. 


tain radiologists to underrate this danger. 


We believe that pedunculated fibroids whether 
submucous or subperitoneal are unfavorable for 
radiation and should when possible be subjected 
to surgery. 

The larger tumors, we think, should be treated 
by radical surgery excepting where grave con- 
traindications of a constitutional nature exist. 
Experience in treating large fibroid masses with 
radiation has revealed not infrequent failures 
to control permanently the uterine hemorrhages. 
Nor is the danger absent of producing in these’ 
tumors local necroses and other degenerative 
processes. 4 
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Furthermore it has been shown conclusively 
that larger fibroids are in a considerable per¢ent- 
age of cases associated with pelvic complications, 


I" often not detectable by bimanual examination, 


which sternly contraindicate the use of radium 
or the x-ray. 

One should also bear in mind the possibility 
of a later corpus-cancer in a myomatous uterus, 
in which radium has effected a premature meno- 
pause. This problem is a serious one. We have 
encountered two such cases, and are awaiting 
with keen interest the experience of others. The 
extent of this danger can only be estimated by 
careful follow-up studies extending over many 
years after the date of the radium applications. 

This much may be said; a sterilizing dose 
of radium or x-ray does not prevent the later 
appearance of cancer of the uterine body. 

Whether or not irradiation may encourage 
the later development of such a cancer must be 
determined by painstaking statistical researches. 

Uterine Cancer On the subject of uterine can- 
cer, it may be said that there exists at present 
an exceptional unanimity of opinion in respect 
to the treatment of both the corporeal and cer- 
vical types of the disease. 

Cancer of the Uterine Body Our experience 
with radiation in the primary treatment of body- 
eancer has been so unsatisfactory that we have 
discarded it entirely, excepting as an adjuvant 
to other methods of treatment, and do not 
hesitate to operate even in the face of over- 
whelming obesity, advanced age, or constitu- 
tional disease. 

We have been able to show that the failure 
of radium in the treatment of cancer of the 
uterine body is due to the impossibility of mak- 
ing an adequate application, and not to any pe- 
euliar resistance of cell-type. We have repeat- 
edly demonstrated an actual sensitivity to ra- 
dium of endometrial adenocarcinoma when it 
occurs as a localized implant in the vaginal wall 
where radium may be applied to the greatest 
advantage. 

We believe that cancer of the body of the 
uterus is far more common than is generally sup- 
posed and that it is distinctly on the increase, 
perhaps because more women than formerly live 
to 55, the average age of incidence. 
ail Cancer of the uterine body develops slowly 
“sand as a rule gives early warning of its pres- 
ence by abnormal discharge or minute staining. 
These signs appearing as they usually do after 
the menopause should lead the patient to a 
prompt consultation of her physician; and her 
physician to an immediate intra-uterine examina- 
tion and biopsy of the endometrium. We are 
convinced that if this kind of co-dperation be- 
tween the laity and the profession could be car- 
ried out, the lives of many hundreds of women 
afflicted with cancer of the uterine body would 
annually be saved. 

We believe therefore in an intensive and sus- 
tained cancer propaganda. Instead of deprecat- 
ing the bugbear of cancer-phobia we welcome it 


with enthusiasm. We note with satisfaction that 
the present wide-spread horror of cancer among 
women is being the means, on the one hand, of 
saving many lives of those who have early can- 
eer; and on the other hand of stimulating those 
who are free from it to take as much prophy- 
lactic care of their pelvic organs at the critical 
age as they do of their eyes, their teeth, and 
their complexions. 

We believe that obstructed drainage is an 
important etiological factor in the production 
of all genital cancer, especially that of the 
uterine body. doctrine which we have 
long preached to unlistening ears is far reaching 
in that it not only leads to the routine repair of 
all strictures of the cervix, vagina, hymen, and 
perineum, but it impresses upon the plastic op- 
erator the necessity of a technique that avoids 
those deforming scars which, especially after the 
atrophic changes of the menopause, may result 


in contractures, stenoses and atresias of the 


genital canal. 

Cancer of the Cervix For cancer of the cer- 
vix, we still operate, though only in the most 
favorable cases. For all other cases, even the 
most advanced, we employ radium, sometimes 
combined with x-ray and lead. 

It seems evident that the radical operation 
for cancer of the cervix has in this country 
reached its peak and is now on the decline. It 
has in fact never touched the point of efficiency 
attained by some of the European surgeons. 

On the other hand it may truthfully be said 
that irradiation is far from having reached its 
ultimate possibilities. We still know too little 
of the optimum dosage, and of the technique of 
administration. The important problems of 
radio-sensitivity and radio-resistance with rela- 
tion to the cell-type of the growth and the con- 
stitutional idiosyneracy of the patient are still 
unsolved. Nor can we at the present time much 
more than speculate on the final efficacy of such 
aids to local radiation as the x-ray, massive 
doses of radium, diathermy, and lead. 

Endometriosis. In the treatment of ovarian 
endometriomata we have in the past practiced 
conservation of ovarian tissue whenever it was 
anatomically feasible. A recent review of our 
eases soon to be published reveals that only a 
small percentage of successful pregnancies has 
resulted. Symptomatic results have been dis- 
appointing as compared with the almost uni- 
versal cures that have followed radical ablation 
of the pelvic organs. 

These statistical reports are likely to modify 
somewhat our future treatment of this disease. 

For invasive endometriosis such as that of 
the recto-vaginal septum, and the inguinal canal 
we recommend ablation of the uterus and ovaries 
without attacking the growth, on the weli estab- 
lished evidence that the latter will atrophy after 
removal of the hormonic stimulus of the ovaries. 

For the purpose of destroying the influence 
of the ovaries on endometriosis, experience has 
led us to prefer radical operation to radiation. 


| 
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MECHANICAL ERRORS 


In the province of reconstructive surgery in 
gynecology there are innumerable controversial 
points which for the most part represent petty 
differences in technical methods. To this there 
is one important exception, namely the mechani- 
cal principle involved in creating a new support 
for the prolapsed uterus. Descent of the uterus 
from its physiological level is the keynote of 
the situation, since to this lesion chiefly are due 
the characteristic symptoms of general prolapse. 
The accompanying relaxation of the vagina and 
perineum we believe to be of comparatively 
secondary importance. 

The falling uterus may be restored to its 
proper level by suspending it to the abdominal 
wall by one of the numerous operations devised 
for this purpose. This we entitle the Suspension 
Method. 

Or the prolapse may be treated from below 
by such procedures as the interposition opera- 
tions of Watkins and Wertheim; or by exten- 
sive dissection and tense approximation of the 
vesico-vaginal fascia and broad ligaments, with 
or without a vaginal hysterectomy. These op- 
erations we include under the title of the 
Vaginal Prop Method. 

A disquisition on the comparative merits of 
these two mechanical principles involving as 
_ they do the most important problem of recon- 

_ structive gynecology, would be out of place here. 
Suffice it to say that we are unqualifiedly in 
favor of the suspension method. Our views will 
be fully detailed in a follow-up report of nearly 
700 procidentia cases, soon to appear in the 
pages of the American Journal of Obstetrics and 
Gynecology. - 

Mention of the use of pessaries for prolapse 
is at this time appropriate on account of a re- 
cent much discussed editorial in the Journal of 
the American Medical Association which stated 
that vaginal pessaries have become obsolete in 
modern gynecology. 

For the treatment of prolapse in elderly 
women and those who are unfitted for surgical 
operations, the pessary, we believe, is of inesti- 
mable value, and will always continue to be so as 
long as the tissues of some women are unable 
to resist the strain of gestation and the atrophic 
changes of old age. 

One occasionally encounters in the literature 
criticisms of those who treat simple retroversion 
by surgical means. Simple retroversion relates 
to a posterior position of the uterus, uncompli- 
cated by inflammation, tumors, or other pelvic 
pathology. 

The criticism is usually based on the statement 
of Theilhaber, a German gynecologist who more 
than a quarter of a century ago announced that 
retroposition of the uterus is as physiologically 
normal as anteposition, and that therefore retro- 
version cannot give symptoms and does not re- 
quire treatment. 


This ancient doctrine, never generally ac- 
cepted, is not infrequently dragged forth by 
certain commentators, and held up as an ever 
lasting reproach to the gynecological specialiste”” 

Our position in this matter is unequivocal. 
Although we recognize that in a certain number 
of women simple retroversion may last through 
a life-time without symptoms and hence needs no 
treatment, we do not admit thereby that retro- 
version of the uterus is physiologically a normal 
condition. In the majority of cases we find 
that it produces symptoms of a very definite 
though varying nature. The truth of this claim 
is substantiated clearly enough by the regularity 
with which surgical operation in properly 
studied cases effects a complete relief of the 
symptoms. 

No gynecological platform would be com- 
plete without a uterine-suspension plank, ‘‘ How 
do you suspend the uterus, doctor?’’ is a ques- 
tion that rings continually in the ears of the 
gynecological operator. 

After giving full trial to most of the accepted 
methods of uterine suspension, we settled many 
years ago upon the Olshausen’s operation, and 
with certain modifications that have been added 
to it from time to time, are still employing it 
with undiminished enthusiasm. Rapid and sim- 
ple of execution, adaptable to every form of mal- 
position, reliable in its results, the Olshausen’s 
operation has proved to be in many ways the 
most valuable technical asset in our entire sur- 
gical armamentarium. 

We have available at the Free Hospital for 
Women the records of over thirty-six hundred 
cases in which the operation has been performed 
for one indication or another. The follow-up 
study of these cases, now being carried on, cov- 
ering as it does a long period of time continues 
to confirm our belief in the procedure. 


PELVIC INFLAMMATION 


The problems of pelvic inflammation are too 
complex to be safely subjected to any standard- 
ized creed. In the treatment of chronic cases 
there is the ever-recurring question of opera-. 
tive versus non-operative measures. If opera- 
tion is decided upon there still remains the ques- 
tion of organ conservation or radical removals... 
Each ease is an individual problem and decisions , 
must be made from such considerations as the 
extent of the pathology, the patient’s social cir- 
cumstances, her personal valuation of her pel- 
vie organs, etc. 

Generally we prefer operation to incomplete 
medical palliation of symptoms that produce a 
long drawn out semi-invalidism. 

In our operations we lean toward conserva- 
tism but do not consider it a surgical crime nor 
a sexual disaster to the patient if the extent 
of the disease or the patient’s urgent wishes for 
immediate and permanent relief without chance 
of a further operation demand a clean sweep 
of the pelvic organs. 
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The acute pelvic abscesses of gonorrheal origin 
which are as a rule recrudescences or new infec- 
tions of old processes, we almost invariably treat 
surgically. Since spontaneous rupture is an ex- 
treme rarity, the favorable moment for opera- 
tion may usually be chosen with deliberation un- 
der guidance of a falling temperature and 
leucocyte count, and, a rising sedementation 
time. If after a reasonable period of rest and 
treatment the favorable moment does not ap- 
pear but seems to recede, we do not hesitate to 
operate, since the danger of converting a ‘ocal- 
ized tubal abscess into a general peritonitis is 
small. 

Puerperal infections with extensive cellulitis 


on the other hand are treated with more con- 


servatism on account of their greater virulence. 

We rarely employ the vaginal puncture which 
in our opinion should be used only as a life- 
saving emergency but prefer the abdominal 
route with removal of diseased tissues. In the 
presence of pus we always drain with Penrose 
rubber tubing (minus the gauze wick) passed 
through the lower end of the wound. We have 
for the most part discarded vaginal drainage. 

Primary gonorrheal salpingitis and the non- 
purulent recrudescences of chronic cases are 
treated non-surgically with rest in bed and al- 
ways if possible in a hospital, no matter how 
mild the attack. 


FUNCTIONAL DISTURBANCES 


In the treatment of functional errors of the 
pelvic organs surgery plays a limited though 
not an insignificant role. Cures of sterility are 
with only few exceptions confined to cases that 
are suitable for treatment by procedures of a 
surgical nature. 


Essential dysmenorrhoea generally recognized 
as a typically functional disorder, is more amen- 
able to surgical than to medical treatment. In 
a review of a series of dysmenorrhoea cases 
treated at the Free Hospital by the various 
familiar surgical manoeuvres, we have found a 
one-year curability, after operations that in- 
cluded suspension of a malposed uterus, which 
reached 32.6% and improvement in 49.5%. 
These results, modest though they are, are never- 
theless, better than any we can secure by pure- 
ly medical measures. The partial or complete 
successes that can thus be attained in more than 
80% of dysmenorrhoea cases treated by surgery 
leads us to believe that there exists in the 


— 


etiology of the disease a mechanistic element 
more important than the less tangible factors 
that are related to the endocrines, the circula- 
tion, and the autonomous nervous system. 

This belief is still further supported by a re- 
view of records of 758 cases of dysmenorrhoea 
which showed that in 87.4% there existed some 
form of malposition of the uterus. 

For the functional menorrhagias radical sur- 
gery has in our practice been almost completely 
abandoned excepting in cases that are associated 
with pelvic inflammation or endometriosis. 

In uncomplicated cases that require inter- 
ference we rely on radium, which on account of 
the requirements of its technical administration 
must be classed as a minor surgical measure. 

We prefer radium to the x-ray partly because 
of the greater simplicity and accuracy of its ap- 
plication, and partly because it allows for an 
intra-uterine examination and biopsy that will 
definitely determine a diagnosis. 

In conelusion, I wish to say a word regarding 
the future of pelvic surgery. One not infre- 
quently hears the opinion expressed that pelvic 
surgery is an obsolescent branch of medical 
science on account of improvement in obstetrical 
technique, and increasing knowledge in the field 
of internal medicine. 

A young surgeon with leanings toward 
gynecology recently consulted me as to his fu- 
ture and gravely uttered the fear that by the 
time he could get started in his chosen work 
pelvic surgery would be no more. 

Improved obstetrics have indeed perceptibly 
reduced the number of serious child-bed in- 
juries. Prophylaxis against infection and im- 
proved conservative measures have materially 
lessened the number and severity of operations 
for pelvic inflammation. Radium has in the 
treatment of cancer of the cervix all but sup- 
planted the formidable Wertheim operation. In 
the handling of certain non-malignant conditions 
radiation is the means of avoiding many a 
hysterectomy. The possibility of treating all 
cancer by systemic methods hovers continually 
in the imagination, a hope that is by no means 
unjustified. Even the extravagant dreams of 
the endocrinologist may sometime come true. 

But the millennium is not yet at hand, and 
until it does come, the art and science of sur- 
gery, of which pelvic surgery is merely a topo- 
graphical part, must still be carried on by those 
who are willing and competent to assume its 
burdensome responsibilities. 


—_ 


PELVIC SURGERY FROM THE VIEWPOINT OF 
AN INTERNIST* 


BY WILDER TILESTON, M.D.t 


Mr. President and Members of the New England 
Surgical Society 
feel it is a great honor to be asked to ad- 
dress you and it is certainly a great pleasure 
*Read at the Annual Meeting of the New England Surgical 
Society, November 10, 1928. 


+For reco and address. of author see “This Week’s Issue,” 
page 1219. 


to meet so many of my old friends and class- 
mates. 

In taking up the medical aspects of pelvic 
surgery it seemed to me the best I could do 
would be to take up a few topics which are not 
very closely connected perhaps, but in 


which I have had some personal experience. 
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First I should like to speak of hypertension 
and pelvic surgery. Speaking in general, hyper- 
tension is not a contra-indication to operation, 
provided the cardiac compensation is fairly good. 
It goes without saying that cases with heart 
failure are not suitable for any avoidable opera- 
tion. In the case of large abdominal tumors, 
however, the situation is somewhat different; 
if there is a marked hypertension, there is a 
possibility of a sudden drop in the blood pres- 
sure at the time that the tumor is removed. I 
have seen this happen in two cases: one a large 
fibromyoma of the uterus in which death oc- 
curred two or three hours after the sudden drop 
of pressure which occurred at the time of the 
operation. The other case was one of cesarean 
section performed for the toxemic hypertension 
of pregnancy, in which the systolic blood pres- 
sure fell from in the neighborhood of 200 to 
100 during the operation. At that point it was 
thought best not to wait any longer, but ad- 
renalin was injected and the blood pressure came 
back. It is therefore wiser in such cases to watch 
the blood pressure very carefully during the 
operation and to have a syringe filled with 
adrenalin handy. 


The question of the effect of myoma on the 
heart is also of interest to the pelvic surgeon. 
A great deal has been written on this subject. 
It is claimed that, in some way difficult to ascer- 
tain, myoma has a deleterious effect on the heart. 
Cardiac arhythmias and failure of compensation 
and even sudden death have been ascribed to 
this cause. However, in my experience these 
cases are all confined to elderly women, who 
may be expected to have arteriosclerotic heart 
disease, with coronary sclerosis and that sort of 
thing, and below the age of 50 one hardly meets 
with them, so that it seems more probable that 
they are just coincidental lesions due to arte- 
riosclerosis, and not the effect of the myoma 
per se. 


In the case of myomas with marked anemia 
as the result of hemorrhage, it is easy to under- 
stand that there may be a harmful effect on the 
heart, and in fact cases showing cardiac symp- 
toms may be considerably relieved of their short- 
ness of breath by curing the anemia which has 
resulted from the uterine hemorrhages. 

The practical point of all this is that the 
heart should be examined carefully in all elder- 
ly people before operation. 

As to the question of diabetes and pelvic sur- 
gery, since the advent of insulin it is no longer 
necessary to dread an operation on a diabetic. 
By means of this wonderful substance and the 
use of diet, it is almost always possible to pre- 
pare the patient for operation and regulate the 
postoperative course in such a way that acidosis 
does not occur. It is usually advisable to have 


this work done by a competent internist. 


sis of the lungs, if active, is a contra-indication 
to operations which are not strictly necessary, 
on account of the danger of making the pul-_ 


the relief of menorrhagia or painful pelvic le-“ 
sions may be beneficial to the patient. It is 
impossible to lay down a general rule which is 
generally applicable, and it is better to decide 
each case on its merits, preferably in consulta- 
tion with a specialist in diseases of the chest. 

The question of abortion in cases of pregnancy 
arises now and then, when the patient has tuber- 
culosis. There is no doubt that pregnancy has 
a harmful effect on tuberculosis of the lungs. 
There is a French dictum that a woman with 
consumption may go through the first pregnancy 
with ease, the second with difficulty, and the 
third never. This, of course, is somewhat ex- 
aggerated but there is much truth in it. On the 
other hand, the induction of abortion is some- 
times followed by a rapid extension of the dis- 
ease in the lungs, so that in a given case it is 
necessary to weigh the pros and cons very care- 
fully. Probably it is usually better to allow 
the pregnancy to go to term and then take steps 
to prevent future pregnancies. ’ 

Tuberculous salpingitis is distinctly a surgical 
affection. It is well known that it constitutes 
a frequent starting point for tuberculous peri- 
tonitis, and that removal of the tube may result 
in a cure of the peritoneal inflammation. In 
such cases if a second laparotomy be done later 
for other purposes, it may be found that the 
tubercles have entirely disappeared without leav- 
ing a trace, and even extensive adhesions may 
be absorbed. The after care in these cases is 
important and should be in the hands of one 
familiar with the treatment of tuberculosis in 
general. It consists of those measures which 
are used in ordinary cases of pulmonary tuber- 
culosis, plus the prolonged use of heliotherapy 
and light therapy. 

Ovariectomy: The question of the removal 
of the ovaries is one that is continually coming 
up in the course of pelvic surgery. In the case 
of women who are still in the child-bearing 
period, conservatism of course is in order. In 
other cases it is necessary to weigh the possible 
disadvantages of the loss of internal secretion 
of the ovaries against the fact that if the organs“ 
68 kept they may undergo malignant changes 
ater. 

The internal secretion of the ovary, though 
essential to normal development of the uterus 
and of the secondary sex characters, is of far 
less, importance after the child-bearing period is 
over. The chief drawbacks that have been 
ascribed to ovariectomy at this stage of life are 
the likelihood of obesity, the occurrence of vaso- 
motor symptoms, and the psychic effect of re- 
moval of the generative organs. With regard 
to obesity, the effect of castration in either sex 
seems to vary, depending upon the period of life 


Tuberculosis and pelvic surgery: Tuberculo- 


in which it is performed. When done in child- 


monary condition worse. On the other hand, “s 
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hood, it leads to abnormal distribution of the 
body fat and usually to an increase in the total 
amount, but when done after full sexual develop- 
ment has been reached, removal of the ovaries 
does not seem to lead to obesity more frequently 
than other surgical operations, and adiposity if 
it occurs is amenable to ordinary dietetic meas- 
ures. 

With regard to the hot flashes, it is not estab- 
lished that they occur with greater frequency 
after ovariectomy than they do during the or- 
dinary menopause. In certain cases, however, 
they seem to persist longer and to be more 
troublesome than they are in the natural course 
of events. Thus one of my patients who was 
successfully treated with radium for bleeding 
fibroids at the age of 47 still has hot flashes 
10 years afterward. The psychic after-effects 
of ovariectomy are not usually very pronounced, 
and if they are they can be removed by psycho- 
therapy. It would seem to follow that the 
ovaries may be removed or left in place at ti | 


time of operation according to their condition ' 


and the age of the patient. 

I should like to say a few words about +] 
relation of the mind to pelvic disease. Here, us 
in all other domains of medicine, the effect of 
the mind on the body may be all-important. A 
consultation with a good psychotherapeutist 
may prevent an unnecessary operation. The 
nervous person is easily recognized as such, and 
on examination will usually show increased knee- 
jerks and often an extraordinarily rapid con- 
traction of the pupils when exposed to light. 
Another indication is the multitude of com- 
plaints, so that the history may occupy twice 
as much space as the ordinary one. The race 
also must be taken into account. In this com- 
munity I notice that the Polish race seems to 
be more nervous than any other; even more so 
than the Hebrews, and if we have a Polish man 
in the wards complaining of pain, it is almost a 
ten to one chance that we won’t find any organic 
disease. Such a person of course is entitled to 
a thorough examination, to exclude organic le- 
sions, but should not be operated upon in an 
exploratory manner until the resources of the 
neurologist have been exhausted. 

I recently saw a man of 38 who had been 
treated for 3 years by a gastroenterologist for 
colitis. He had stools of small caliber, pain in 
the left lower quadrant, and frequently nausea 
and vomiting. Proctoscopy and x-ray pictures 
revealed a mild colitis. On account of evident 
nervousness and phobias, I transferred him to 
the care of a psychiatrist and in less than a 
month by psychotherapy alone he was cured of 
his abdominal symptoms and his fears. This pa- 
tient therefore did have an organic lesion but 
his symptoms were mental and not attributable 
to the colitis. It is a poor rule that won’t work 
both ways, however, and there are many cases 
of psychoneurosis which can be benefited by 
pelvic operations. 


I should like to say a few words about the 
common complaint of backache. Dr. Graves, in 
his book, has aptly said that backache above 
the lower lumbar and sacral region is never pel- 
vie in origin. Does that apply to all pelvic le- 
sions or only to displacements ? 


Dr. W. P. GRAVEs: 
lesions. 


Dr. WILDER TILESTON: It is important for 
the gynecologist to bear this in mind and be 
familiar with the manifold causes of pain in the 
back. Many of these are orthopedic, such as 
sacro-iliae disorders, Pott’s disease, osteo-ar- 
thritis and malignant disease of the spine, the 
latter usually metastatic. Some of these condi- 
tions cause pressure on nerve roots as they 
emerge from the intervertebral foramina, with 
pain radiating to the front of the abdomen, 
which may lead to confusion with abdominal 
disease. The same applies to inflammation of 
‘e nerve roots or radiculitis and to certain dis- 

ses of the spinal cord, such as tumors and 


It applies to all pelvic 


ibes. 

In closing I should like to touch briefly on 
some of the medical causes of disturbance in 
menstruation. First with regard to menor- 
rhagia it should be borne in mind that this may 
be the result of a hemorrhagic diathesis, as in 
leukemia, cirrhosis of the liver and purpura 
hemorrhagica. In some cases of chronic pur- 
pura hemorrhagica the underlying cause may be 
easily overlooked. Usually there will be a his- 
tory of bleeding from the nose or other parts 
of the body, in addition to the menorrhagia. 
The routine blood examination may fail to dis- 
close the condition, but if the bleeding time is 
taken the disease will almost always be recog- 
nized, the bleeding time being practically always 
prolonged in purpura hemorrhagica, and that is 
so simple a test that it can be done by anyone. 
It consists in taking a piece of filter paper or 
blotting paper and pricking the ear enough to 
get a good flow of blood, and at intervals of one 
minute touching the blotting paper to the punc- 
ture, and when the blood no longer stains the 
paper you have found the bleeding time. In 
some cases purpura may lead even to a fatal 
hemorrhage from the uterus. 

As to amenorrhea, it may be due to many 
causes. Perhaps the most interesting are those 
due to endocrine imbalance. The cases of hypo- 
pituitarism with obesity and amenorrhea are 
comparatively infrequent, in spite of what we 
hear from some of the endocrinologists. Some- 
what more common are those of thyroid origin. 
There is no doubt that hypothyroidism may lead 
to cessation of the menses. 

For example a girl of 19 gave the following 
history: she had never menstruated during the 
colder months, from November until May. The 
rest of the year the periods were regular. Ex- 
amination of the basal metabolism showed minus 
17 per cent. Unfortunately, she went to Europe 
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and I couldn’t find out what the effect of thy- 
roid would be in her case. 

Another case was that of a girl of 16, who 
had very irregular periods occurring every six 
to twelve weeks, accompanied by intense men- 
tal depression. When menstruation began, this 
girl would go to bed for a week and not speak 
to anybody nor take any food to speak of. Her 
basal metabolism was minus 20 per cent. It is 
still too early to say whether the administration 
of thyroid is going to help her mental symptoms, 
but menstruation has been more regular since 
she has been taking it, and there has been much 
less mental depression at the time of the periods ; 
frequently none. Since in the early stages of a 
psychosis, mental symptoms may appear only 
at the time of the periods, it is too early to 
say whether she will be cured by thyroid or not. 
(Applause. ) 


Discussion 


Dr. ArtHur H. Morse: I am indebted to 
both Dr. Allen and Dr. Graves for sending me 
in advance copies of the papers which they were 
to read at this meeting. 


Dr. Allen has brought out a point which 
should be emphasized, namely, the importance 
of a thorough general examination of the pa- 
tient, in order to arrive at a correct diagnosis. 
As you know, specialists are often rightly criti- 
cised for regarding solely those organs of the 
body in which they are interested rather than 
viewing the patient as a whole. We are at- 
tempting to correct this error in the case of 
our medical students by training them to be 
doctors who will regard all parts of the body 
as interrelated. — 

I was interested in Dr. Allen’s view regarding 
pelvie infections. Our treatment of these infec- 
tions is similar to that outlined by him. Where 
the infection is due to the gonococcus, we allow 
the lesion to become well localized before operat- 
ing. In those infections associated with an in- 
complete abortion or a full-term delivery, we 
follow generally a conservative course, because 
we find that in most instances the inflammatory 
lesion localized in the broad ligament will eventu- 
ally clear up and give rise to no symptoms in a 
subsequent pregnancy. 

Dr. Graves’s statement regarding the possi- 
bility of a carcinoma arising in a uterus in which 
myomata are present recalls a similar case to 
mind. We had some years ago a patient who 
presented easily demonstrable myomata of the 
uterus and upon whom a supravaginal hyster- 
ectomy was done. Several days later, upon ex- 


amining the specimen in the laboratory, we 
found in the fundus a nodule 1 em. in diameter, 
which had the appearance of a submucous 
growth which had undergone degenerative 
ehanges. Upon microscopic study, however, the 
nodule proved to be histologically an adenocar- 
cinoma. 


Since the nodule was isolated in the 


fundus, and as the patient was well on the road 
to recovery, no further operative procedure was 
done. Five years after operation the patient 

was still well. 


We are entirely in accord with Dr. Graves’s”” 


treatment of carcinoma of the cervix. Unfor- 
tunately, we see few cases at an early stage of 
the disease. Most of our patients have well ad- 
vanced lesions and under such circumstances we 
employ radium and deep x-ray therapy. 

In this connection, we saw a few months ago 
a girl of ten years, who was sent in to the hos- 
pital with a diagnosis of gonorrhoeal vaginitis. 
Since the discharge persisted in spite of the 
usual methods employed, and contained upon 
two occasions bits of necrotic tissue, a pelvic 
examination was done under anaesthesia. Pal- 
pation of the cervix revealed a cauliflower-like 
growth, which was friable and bled freely. Por- 
tions of the growth which came away during the 
digital examination had the appearance macro- 
scopically of sarcoma. We were surprised, how- 
ever, upon studying microscopic sections, to find 
that the tumor was histologically an adenocar- 
cinoma. Laparotomy revealed a uterus five 
times the normal size. The organ was so fixed 
that hysterectomy was impossible, and the ab- 
domen was closed. Subsequently, deep x-ray 
therapy was administered. As far as I am 
aware, but seven cases of carcinoma of the cer- 
vix in women under twenty are on record. 

I was glad to hear Dr. Graves speak in sup- 
port of the pessary. I am sure that it is of 
value in certain types of cases. For example, we 
believe its use during the child-bearing period 
as a means of support in prolapse of the pelvic 
structures is preferable to the performance of 
a plastic operation. The pessary can be used for 
temporary relief; the plastic operation can be 
done for permanent relief when the child-bear- 
ing period is passed. 

We have performed the Olshausen operation 
routinely during the past two years, and have 
no reason to regret it. 


Dr. JoHN W. Keere: Mr. Chairman, Mr. 
President and Gentlemen—lIt is rather refresh- 
ing to find that a gynecologist and a general 
surgeon and an internist can discuss some of 


these problems without the harshness that was 


common some few years ago when they talked 
on these various topics. The general surgeon 
many times in ridiculing the gynecologist for 
his neglect of looking into some other part of 
the individual’s anatomy, sometimes himself has 
failed to make the examination bimanual, while 
the gynecologist feels that that is the first thing 
to do. I have seen a great many errors made 
by the general surgeons from the fact that they 
did not examine the patient carefully enough, 
and I believe that where there is any suspicion 
of pelvic trouble, the patient should be re-éx- 
amined while under the anesthetic which gives 
one a much better idea, if he has a growth to 
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deal with, than if he should just depend on his 
examination before the patient was under the 
anesthetic. 

With reference to the results of carcinoma 
of the cervix, it would seem that many of the 
specialists in gynecology today are a little at 
loggerheads about it, some using the radium; 
some using the cautery ; some operating and then 
using radium, and it would seem from their 
statistics that someting like one-third of the pa- 
tients are free at the end of 5 years. It is only 
by continuing an accurate collection of statistics 
that we some day can determine which is the 
best method to employ. 


I am glad to hear Dr. Graves speak of the 
pessary because I believe that we still have cases 
where a pessary is of value. I have in mind an 
old lady 82, with a uterus that presented be- 
yond the vulva 3 inches, and with one of those 
old-fashioned doughnut pessaries the uterus is 
retained and she has been perfectly comfort- 
able since. (Applause.) 


CHAIRMAN WILKINS: These papers are now 
open for general discussion. 


Dr. STEPHEN A. MAHONEY: I wonder if Dr. 
Graves will tell us more about his use of lead 
in eaneer of the ovary. 


Dr. E. Hartshorn: I would like to 
ask Dr. Graves his method of attacking very 
large fibroid tumors of the uterus. Meaning 
by that those which extend above the umbilicus 
well into the epigastrium and are firmly fixed 
‘in the pelvis. 

I have had a great deal of trouble with hemor- 
rhage in some eases of this type because the 
mass of the tumor prevented satisfactory de- 
livery. In one instance it was necessary to split 
the growth before it could be removed. 


Dr. R. F. Ranp: Dr. Graves has done a great 
deal with irradiation of women. Has he had 
any personal experience with women who have 
been irradiated and subsequently menstruated 
and borne children, as to the effects of the radia- 
tion upon the children? 


Dr. Herman C. Pitts: Mr. Chairman, I want 
to disagree emphatically with any one who at 
the present time advocates surgery in any stage 
of carcinoma of the cervix. It seems to me that 
such advice is rather illogical. The borderline 
and advanced eases are relegated to the ra- 
diologist for treatment and it is certainly ac- 
knowledged that with radium in these border- 
line and advanced cases we get surprising results. 
It seems to me that if one is logical in his 
methods, he would also advocate the treatment 
by radium of all types of carcinoma of the cer- 
vix rather than reserving the early cases for 
surgery. I believe very firmly that all stages 
of carcinoma of the cervix are better treated 
by radium than with any type of surgery. 


Dr. STEPHEN RusHMoRE: Mr. Chairman, it 
was Mr. Owen D. Young, I think, who said that 
facts are our most precious possession, and the 
evidence of this is that we use them so little. 
It was a member of this Society who rendered 
surgery a great service in insisting, in season 
and some thought out of season, on determining 
the facts in surgery and in advocating with such 
strenuousness a follow-up system. 

Both Dr. Allen and Dr. Graves in what they 
have said have indicated that the movement for 
the search of facts has not disappeared entirely, 
and what we need is just the sort of thing that 
has been advocated, namely, a determination of 
more of the facts in regard to our procedures in 
pelvic surgery. Of course, doctors are in- 
dividualists and just as soon as you say ‘‘Stand.- 
ardize’’ there is the reaction, ‘‘ Well, you mustn’t 
standardize too much.’’ But we need a certain 
amount of standardization at the present time, 
and we must always remember too that surgery 
for its success depends upon individualizing, 
treating the particular patient with the par- 
ticular procedures which that patient needs. 
This is, of course, just as true in pelvic surgery 
as it is in surgery anywhere else. 

So many topics have been suggested for dis- 
cussion that I cannot even mention all of them. 
In Dr. Graves’s consideration of the use of ra- 
dium or x-ray in the treatment of myomata, he 
neglects to mention one point which I know he 
does not overlook in practice. Before the pa- 
tient is subjected to that form of treatment, of 
course a curettage should be performed, so that 
everything possible may be done to exclude the 
presence of a malignant growth. Occasionally 
one misses it even on curettage, but the patient 
should never have x-ray treatment for bleeding 
of the uterus without the preliminary curettage 
to make it as safe as possible. Too many cases 
have been subjected to x-ray treatment with 
obvious carcinoma; at least, obvious to the skilled 
observer. 

The thing which I have enjoyed most about 
this symposium is the emphasis that has been 
laid through Dr. Tileston’s contribution, on the 
non-operative sides of gynecology. In gynecol- 
ogy there is a very large field for non-operative 
treatment. The pendulum, I think, is swinging 
in that direction at the present time. At one 
time gynecology was largely, almost entirely non- 
operative, so far as major conditions were con- 
cerned; then there was a terrible situation in 
which all gynecology apparently was regarded 
as major surgery, and now there is a strong 
tendency in the other direction. Under the head 
of non-surgical treatment is the use of a pessary, 
to which reference has been made. It has a 
large field of usefulness in certain conditions. 

How do you suspend the uterus? The 
Olshausen method is satisfactory. However, a 
procedure which I think is a little more satis- 
factory is one in which the two lateral open- 
ings between the round ligaments and the ab- 
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dominal wall are closed by a purse string su- 
ture which is also the suspension suture. This 
leaves one large opening between the fundus 
and the anterior abdominal wall. I think there 
is a little less likelihood of intestinal adhesions 
and strangulation under this condition. 


Dr. Graves referred to this Olshausen method 
as one of the most valuable methods that he has 
added to his armamentarium. There has re- 
cently been added to the armamentarium of the 
gynecologist another procedure which I think 
is even more important and that is the use of 
spinal anesthesia. A considerable number of 
eases which are not suitable to general anes- 
thesia become amenable to operative treatment 
by the use of spinal anesthesia. Some have 
even advocated its use as a routine, but there 
is still a certain risk of sudden death which we 
have not yet been able to eliminate. 


Dr. DupLtEy CarLETON: I didn’t hear the 
first part of the paper. I just wish to ask Dr. 
Allen his aspect toward general peritonitis in 
acute exacerbation of chronic tubes, as to what 
he would do. It has been my experience over 
quite a few years of general hospital service, 
that I had to open a number of those cases. The 
last one was some 3 years ago; the first one 25 
years ago, and I have always followed the pro- 
cedure of free drainage of that abdomen and 
nothing else. All the patients that I have done, 
about four in number, have recovered. 

Dr. Keefe, of Providence, made a remark 
about thorough diagnosis. Just the other day, 
on pelvic examination a diagnosis of probable 
fibroid with tubal involvement was made. On 
operation I found chronic tubes and carcinoma 
of the cecum. It was a mistaken diagnosis on 
my part. Those things do happen. 

I was very much interested in the talk about 
the return to suspension. During my early days 
of practice we used to suspend in many instances. 
Many were relieved and were benefited by the 
suspension. I firmly believe that in women after 
the menopause, with marked prolapse, that some 
form of suspension is the best treatment for 
them ; that it is done with the least disturbance 
and the most ease. 

I will close by citing one case. I believe I 
spoke of it three or four years ago in Boston. 
It was the case of an old lady 85 years of age, 
with absolute prolapse of the whole vault of the 
vagina almost to her knees, with so much dis- 
ability that she could not sit down, lie down or 
walk with any comfort. She was brought to 
the Springfield Hospital, and Dr. Benner as- 
sisted me in operating. That prolapse was re- 
duced into the abdomen, a ventral incision per- 
formed, and an actual fixation made from a 
uterus that you could hardly feel. It was 
brought up to the abdomen, sewed into the ab- 
dominal muscle, and the abdomen and uterus 
sutured around. She had a stormy convalescence 
but is alive; at least she was a year ago, and 


is able to be up and around the house. 


(Ap- 
plause. ) 


Dr. Epwarp H. Ristey: I have not heard in 


the discussion of suspension the so-called Baldy- 
Webster operation, which I have considered a 
good procedure. I would like to ask Dr. Graves 
whether he has discarded that and also whether 
he considered it a poor operation in women of 
the child bearing period. 


Dr. Hausert G. Stetson: I would like to ask 
Dr. Graves and Dr. Allen how much it is likely 
to increase the danger of metastasis in curetting 
the uterus from a carcinoma? Is there some 
danger of increasing the possibility of a metasta- 
sis between the time this curettage is done and 
the time the findings are examined and hysterec- 
tomy done? | 


Dr. GeorcE C. Witkins: Four or five years 
ago at the meeting of this Society in Hartford, 
Connecticut, I read a paper containing some- 
thing about the treatment of various conditions 
with radium. At that time I advocated the treat- 
ment of carcinoma of the cervix with radium 
and not by operation, and I was considerably 
criticized. That position has been vindicated 
since then by numerous papers, and more par- 
ticularly by the paper of Dr. Ward at the meet- 
ing of the American College of Surgeons in Bos- 
ton. I think the whole position of carcinoma 
of the cervix and its treatment was most thor- 
oughly presented by Dr. Ward at that time, and 
I am in absolute agreement with everything that 
he said in that paper. ; 

With due respect to Dr. Graves and his posi- 
tion with regard to operation on the early cases 
of carcinoma of the cervix, he is perhaps right 
as long as he operates, but the average operator 
or even the better than average operator can- 
not get as good results operating on any car- 
cinoma of the cervix at any stage. 


Dr. Lyman ALLEN: In regard to acute gen- 
eral peritonitis following acute pelvic inflamma- 
tion, or an exacerbation of it, I feel that that 
condition is just like an acute general peritonitis 
from any other cause. Go in there and drain it, 
and don’t waste much time. Provide for ade- 
quate drainage. Then the Fowler position and 
Murphy drip should be employed. I regard it 
very much as I would a generai peritonitis from 
a gangrenous appendix, for instance, if the ap- 
pendix is right there and you can take it out 
easily and quickly then take it out. But, you 
aren’t in there for the appendix, you are in 
there for the peritonitis; and the same is true 
when we are dealing with pelvic inflammation. 

With regard to curettage stirring up a pel- 
vic inflammation, I think there is some danger 
of that, and I rarely do it. I should not delay 
a curetting operation if malignant disease were 
suspected, but I have a general feeling that the 
microscopical reports from curettings are very 
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often unsatisfactory and misleading. If you get 
a positive report, well and good. If you get a 
negative report, I don’t think you know very 
much more than you did before. 

There was just one other thing that I wanted 
to say in connection with fibroids of the uterus, 
that was brought home to me this last year, 
namely, that delay in operating upon a fibroid, 
even if it isn’t causing many symptoms, is not 
always wise. I had a school teacher of 47 who 
came to me the last day of last December for un- 
usual flow, and on examination I found a large 
fibroid in the uterus. She was just going back 
to her school in a distant state and it would 
have been very difficult for her to change her 
plans, so we arranged that at Easter, when she 
had finished that term, she should come back 
and have a hysterectomy. When she came back 
at Easter and had a hysterectomy, I found can- 
eer of the body of the uterus (in an unmarried 
woman of 47), which I had not suspected in the 
least. The delay was certainly unfortunate in 
that case. (Applause.) 


Dr. W. P. Graves: I wish to compliment the 
Society’s committee on their wisdom in select- 
ing Dr. Tileston to present the medical aspects 
of pelvic surgery. Dr. Tileston’s paper is in 
many respects the most important contribution 
of this symposium. The gynecologist is con- 
stantly finding himself dependent on consultants 
in other departments in order to gain that com- 
prehensive knowledge of his patient which sev- 
eral speakers have alluded to; and of these con- 
sultants the internist is the most frequently 
called upon. Next to him comes the orthopedist, 
to rule out those affections which simulate pel- 
vie disease in their symptomatology; and then 
in order come the neurologist, and numerous 
other advisers as the case may demand. 

Dr. Tileston has spoken of the danger of a 
sudden lowering of the blood pressure in the re- 
moval of large abdominal tumors. We try to 
avoid this catastrophe by maintaining firm pres- 
sure on the aorta during the operation. This 
is done by means of a thick abdominal pack of 
gauze or towels held in place by the hand of the 
assistant. Similar pressure is sustained after 
the abdomen is closed by a large pad placed 
beneath a tightly-drawn swathe. 

I am in accord with Dr. Tileston in what he 
has to say of the so-called ‘‘myomherz’’. We 
have studied this aspect of myomatous uteri 
‘with much interest and have never been able to 
discover any definite relationship between the 
tumors and organic lesions of the heart. Func- 
tional murmurs from secondary anaemias in 
bleeding cases are of course not uncommon. 
They usually clear up quickly after the pelvic 
condition has been righted. 

I am definitely opposed to operating under 
ether anaesthesia upon patients with pulmonary 
tuberculosis, excepting when there is some grave 
emergency. Some experts in pulmonary disease 


have claimed that there is little danger of stim- 
ulating the tubercular process thereby, but I 
have had in my experience at least two cases 
in which I am convinced that my operation 
lighted up a quiescent process into one of serious 
activity. . 

Dr. Tileston’s remarks on the constitutional 
influence of the ovarian hormones harmonizes 
so well with my own ideas that I almost sus- 
pect him of having paid me the compliment of 
reading some of my own lucubrations on the 
subject. 

Young girls suffering from severe menorrhagia 
and metrorrhagia are in our practice immedi- 
ately subjected to searching medical tests, as 
Dr. Tileston recommends, with special refer- 
ence to the blood picture, clotting and retrac- 
tion time, and basal metabolism. Medical meas- 
ures for relief are exhausted before a final re- 
sort to radium is made. 

In answer to Dr. Morse’s question on the rela- 
tion of myomata and cancer of the uterine body, 
I will say that we believe that long-standing 
neglected fibroids tend to stimulate malignant 
change in the endometrium. The special point 
that I wished to make was that a myomatous 
uterus, sterilized by radium, say at the age of 
thirty-five, corresponds functionally to a nor- 
mal untreated uterus at the age of fifty. Since 
cancer of the uterine body appears usually at 
about the age of fifty-five, it is conceivable that 
it may appear much earlier in a uterus that has 
been rendered prematurely atrophic by radia- 
tion. 

I am not in agreement with Dr. Rushmore 
who, if I understood him correctly, recom- 
mended that operations for general prolapse and 
child-bed injuries be deferred until the chances 
of further child-bearing are past. 

If the suspension method of repair is em- 
ployed, i.e., plastics on the cervix and vagina 
combined with the Olshausen’s operation, a rad- 
ical recurrence of prolapse of the uterus after 
later child-bearing is extremely unlikely. The 
cervix may be lacerated, to be sure, and there 
may be some recurrence of the vaginal relaxa- 
tion, but these lesions may readily be repaired 
again if necessary by a minor operation. It 
seems a pity to allow a naturally vigorous young 
woman to pass the best years of her life in a 
state of semi-invalidism that might easily be 
avoided by a prompt and comparatively simple 
surgical operation. 

Another reason for early attention to child- 
bed injuries is the lacerated cervix, the timely 
repair of which we have shown by a fifty-year 
follow-up of our cases, is undoubtedly a valuable 
prophylactic measure in the prevention of can- 
cer. 

One of the members has asked me to state 
my position more definitely on the use of lead 
in the treatment of cancer. I visited Blair Bell’s 
clinic a year and a half ago, and was so much 
impressed by the scientific sincerity of the work 
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and by some of the astonishing results in the 
clinic that on my return I sent my associate Dr. 
Smith across to study at first hand the technique 
of preparation and administration of lead. Un- 
der Dr. Smith’s direction we have been employ: 
ing the treatment for more than a year at the 
Parkway and Free Hospitals. At first our re- 
sults were for the most part discouraging. [a- 
ter observations however have inspired us with 
new confidence in the treatment and we are 
now using it more and more, especially in con- 
nection with radium and the x-ray. A detailed 
report of our favorable cases would at this time 
be out of place for it would be foolhardy to talk 
of cures when only a year or less has elapsed 
since the beginning of our work. 


One gentleman has asked me what our ex- 
perience has been regarding the effect of radium 
on the progeny of mothers who have received 
non-sterilizing irradiation. This important 
problem is being studied by numerous investi- 
gators, notably Norris and Murphy. In a re- 
cent review made by Marks and Smith of cases 
treated with radium at the Free Hospital for 
-non-malignant disease, an attempt was made 
to secure some first-hand information on this 
subject. In 30 women who might be considered 
as potential child-bearers, after treatment 13 
conceived, there being 19 pregnancies in all. 
From these 19 pregnancies there are only 7 liv- 
ing children, the rest having terminated in 
abortion, still-birth or death soon after birth. 
In none of these cases was radium applied while 
the patient was pregnant. These figures indi- 
cate the possible injurious effect on the viability 
of the foetus of a later conception, though it 
must be borne in mind that all these women 
from the nature of the case did not have func- 
tionally normal uteri. 


Answers as to the normality of the living 
children were vague and evasive but no report 
of actual deformity was given. The inquiry will 
be continued by personal visit to the mothers 
and inspection of the children. 

Dr. Pitts has called my attention to my lack 
of logic in operating on early cancer of the cer- 
vix, when I agree that radium is more ef- 
fective in the more advanced eases. Dr. Pitts 
is quite right in his criticism and I often ask 
myself the same question when I undertake the 
Wertheim operation. The answer is that fol- 
low-up studies of our cervical cancer cases have 
shown a somewhat higher percentage of cures 
in class A in favor of operation. On the other 
hand we think we are making definite progress 
in the technique of radium treatment. As soon 
as it can be shown in our clinic that radium se- 
cures better results than operation in class A 
types,—and I have little doubt that such will 
be the case in the near future,—I shall abandon 
the operation. 

Dr. Risley has asked me my opinion of the 


Baldy-Webster operation for retroversion. We. 
gave it a fair trial but finally discarded it. The 
operation has two objectionable features. In 


the first place it has too little supporting power — 
to maintain in position a heavy prolapsed uterus — 


since the strain comes at the weak ends of round 
ligaments that have already proved incompetent. 
Its second drawback consists in the fact that 
wounds must be made in the leaves of both broad 
ligaments through which the loops of the round 
ligaments are drawn. These wounds encourage 
local postoperative adhesions that immobilize 
the ovaries and cause discomforting symptoms. 
This condition I have observed in every case 
where I have had an opportunity to inspect the 
pelvis during some later operation. This sug- 
gests a word of warning with regard to the 
Olshausen’s operation. A special advantage of 
the operation is that it causes a minimum in- 
jury to the peritoneum, and hence is remarkably 
free from postoperative adhesions and danger 
of intestinal obstruction. If, however, it is nec- 
essary to wound the peritoneum near the place 
for the suspension ligatures, as in a myomec- 
tomy at the fundus, the Olshausen’s operation 
may be a source of danger from adhesions and 
obstruction. In such a case an operation of the 
Coffey type though less effective, is neverthe- 
less preferable. | 

Dr. Greene has asked if there is danger dur- 
ing exploratory curettage for corpus cancer of 
spreading the cancer through the lymphatics. To 
this I would reply that such a danger is prob- 
ably exceedingly small. Cancer of the uterine 
body, unlike that of the cervix has little ten- 
dency to metastasize through the lymphaties al- 
though undoubtedly it may do so in rare in- 
stances. It grows, rather, by slow direct exten- 
sion through the uterine wall. When it has 
reached and penetrated the peritoneum it is 
disseminated in the peritoneal cavity by im- 
plantation, and being now unconfined, grows 
with great rapidity. It may also reach the 
cavity through the lumina of the tubes in the 
manner of endometriosis. 

This latter possibility constitutes a real dan- 
ger in exploring the uterine canal of forcing bits 
of cancer through the tubes, as Sampson has 
pointed out. The actual danger of this how- 
ever is less than it would at first appear, since 
the uterine ends of the tubes, after the meno- 
pause when body cancer is most likely to oceur, 
are atrophied and their lumina reduced so much 
in calibre, that fragments of cancer probably 
have difficulty in passing through. 

The lesson from this is that in making an ex- 
ploratory curettage for biopsy, the curet must 
be handled gently and only so much tissue be 
removed as is necessary for competent section- 
ing and microscopic examination. 


Dr. WILDER TiLEsTON: I should like to say a 
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few words about something I forgot to mention 
in my paper, and that is in connection with the 
use of thyroid for amenorrhea. It seems that 
thyroid is being prescribed rather indiscriminate- 
ly now in cases of amenorrhea, and I should 
like to caution against the danger in case the 


patient should have amenorrhea as the result 
of early tuberculosis, which is not at all infre- 
quent. It follows that it is necessary to examine 
the patient all over before prescribing thyroid 
for amenorrhea and preferably to have a basal 
metabolism done. (Applause.) 


RESPIRATORY DISEASES ARE PREDOMINANT 
AMONG INDUSTRIAL EMPLOYEES 


Respiratory diseases are responsible for more 
than 41 per cent of the claims for sickness benefits 
among industrial employees, according to a survey 
made by the United States Public Health Service of 
35 industrial sick-benefit associations and company 
relief departments, the results of which were made 
public April 30. 

The survey disclosed that a low sickness rate 
exists among employees of the iron and steel indus- 
try. These rates were especially low for nervous- 
ness, digestive diseases, bronchitis, influenza and 
grippe, but the rate of pneumonia, however, was 
found to be considerably higher in steel than in other 
industries. 


OTHER DISEASES 


Next to the digestive diseases the circulatory- 
urinary group showed the largest number of cases, 
followed by rheumatism (acute and chronic). Dis- 
eases of the nervous system, diseases of the skin, 
diseases of the organs of locomotion, and the epi- 
demic and endemic diseases constituted the remain- 
ing groups of importance numerically. 


LONGER DISABILITIES 


The frequency of eight-day or longer disabilities 
was 50 per cent higher among female than among 
male industrial employees, 1921-1927, although the 
comparison excluded nearly all diseases which were 
not common to both sexes. 

A low sickness rate was found among employees 
of the iron and steel industry. The rates were espe- 
cially low for neurasthenia, the digestive diseases, 
bronchitis, influenza, and grippe among steel work- 


ers. The incidence rate of pneumonia, however, was 
found to be considerably higher in steel than in the 
other industries represented, and a special study is 
in progress to determine the cause of predisposition 
to pneumonia in this industry. 

The seasonal peaks of sickness incidence were de- 
termined largely by the frequency of respiratory 
diseases, and especially by influenza and grippe. The 
nonrespiratory diseases as a group also showed a 
tendency toward greater prevalence in winter and 
early spring than in the summer and autumn 
months.—U. Daily. 


AN IMPORTANT COURT DECISION 


Stipulations contained in a will governing the dis- 
position of a bequest of $275,000 resulted in a New 
York court decision declining the gift, which now 
goes to California. The money was left to build and 
maintain an orphanage and home for the aged in 
New York City, but the court considered that the 
sum was quite insufficient for the purpose and ques- 
tioned the desirability of maintaining children and 
old people in the same institution. It therefore de- 
creed, with the concurrence of the attorney for the 
executors of the will, that the money should be given 
to a California orphanage which was also a bene- 
ficiary. This and similar cases drive home the un- 
wisdom of tying up too closely bequests for chari- 
table and other social purposes. In the light of this 
and other decisions “it behooves executives and 
trustees of agencies or institutions,” says the Child 
Welfare League of America in a recent number of its 
bulletin, “to seek for reinterpretations of wills, so as 
to make more available for the present day resources 
whose use is seriously hampered by the restrictions 
of wills.”—Bulletin Children’s Bureau. 


q 


1196 


NEW HAMPSHIRE MEDICAL SOCIETY—COBB - 


THE NEW HAMPSHIRE MEDICAL SOCIETY 


THE PRESIDENT’S ADDRESS* 
BY J. J. COBB, M.D., BERLINT 


Members of the N. H. Medical Society: 
[* accordance with the usual custom it becomes 
my duty as President to present to yon the 
annual address. It is not my purpose to read 
a literary essay or a scientific paper upon any 
special medical subject. It is my hope that I 
may be able to present and discuss some prac- 
tical topics which are of interest to you and to 
all members of our profession. During the past 
year a kind Providence has permitted me to 
visit nearly all of our county societies. To me 
it has been a real pleasure to meet my brother 
physicians in their home environment. I take 
this occasion to express to you my appreciation 
of your kindness and of the many courtesies ex- 
tended to me. 

At these visits it has been my observation 
that there is a general feeling of good fellow- 
ship and friendly accord among the members 
of our county societies. I have, however, been 
a little surprised to find very little interest 
manifested toward the Woman’s Auxiliary to 
the Medical Society. : 

I hardly understand why there should be so 
much indifference or lack of interest in an organ- 
ization which can be of so much benefit to us and 
our profession. I feel that we owe the Auxil- 
iary our helpful support and co-dperation. You 
will recall that the Woman’s Auxiliary was or- 
ganized upon the invitation of the State Med- 
ical Society. The ladies only responded to our 
invitation and now in several counties find them- 
selves without the assistance and sympathetic 
support of the county society. If the Woman’s 
Auxiliary in our counties and state is to be 
come to a successful organization it must receive 
the support and co-dperation of all the county 
societies. I earnestly recommend: 1, That the 
president and secretary of each county society 
co-6perate with the officers of the Auxiliary in 
arranging county meetings and programs; 2, 
That they follow the same general plan as that 
of the State Society holding their meetings at 
the same time and place at least once each year; 
3, That occasionally a mixed program be ar- 
ranged providing for a paper by a member of 
the Auxiliary upon some subject of special in- 
terest to the doctors’ wife. A banquet together 
adds much to the interest and pleasure of the 
county meetings. This plan has been followed 
in two counties with pleasing results. This gives 
an opportunity for such mutual co-dperation as 
may be helpful to each. It is understood that 


*Read at the Annual Meeting of the New Hampshire Medical 
Society at Manchester, N. H., May 28, 1929. 
r record and address of author see ‘‘This Week’s Issue,” 
page 1219. 


the business meetings will be separate. Tn one 
county the ladies themselves do not seem to be 
interested in the formation of an auxiliary. 


REGISTRATION AND LICENSURE 


There are some medico-legal questions, ques- 
tions of medical ethics, questions of economics, 
and of medical education to which I call your 
attention. One medico-legal subject is the sta- 
tute law governing registration and licensure 
for the practice of medicine in this state. Un- 
fortunately the law varies much in the differ- 
ent states. New Hampshire has three distinct 
examining boards. Ist. There is the regular 
board consisting of five members to examine and 
license physicians and osteopaths. 2nd. There 
is a board of three members consisting of two 
chiropractors and one registered physician to 
examine and license practitioners of Chiropactic. 
The 3rd board consists of two physicians, one 
of whom shall be the secretary of the regular 
board and one chiropodist to license practition- 
ers of chiropody. These three boards exam- 
ine, register and license all who practice the 
different systems of the healing art. Before I 
learned the facts I supposed the osteopaths were 
licensed to practice only osteopathy. This is 
not true as I am informed by the secretary of 
the regular board. The osteopaths have full 
and equal rights with physicians since they pass 
the same examination. 

They can prescribe medicines, practice ob- 
stetrics, practice surgery and do anything the 
regular physician is authorized to do. When 
this statute law was passed in 1915 it was ex- 
pected that such a law would limit the number 
of osteopaths since they would be required to 
pass examination not only in the basic sciences 
of our profession, namely, anatomy, physiology, 
pathology, chemistry and bacteriology, but also 
in the other medical subjects, namely, hygiene, 
preventive medicine, clinical medicine, surgery, 
obstetrics, gynecology and toxicology. The os- 
teopathic schools met this requirement by es- 


tablishing 4 year courses and by teaching all 


these medical subjects. Their graduates are 
therefore better able to compete with us than 
ever before. So far as I know they do not 
now practice obstetrics, or surgery and rarely 
prescribe medicines, although as stated, they do 
have that legal right. I have been told by a 
recent graduate, practicing osteopathy in my 
home city, that in the near future he intends 
to practice obstetrics and surgery. This law, 
as I view it, has been of no benefit to the pub- 
lie or to the regular profession. It has bene- 
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fited the osteopaths by raising the standard of 
their education. 

This fact in itself is no benefit to the public 
because they could have the services of a reg- 
ular physician if they wished. What the fu- 
ture results of the present medical pol?-; will 
be is any man’s guess. Our neighbor?ag state of 
Maine has been trying for some time to solve 
its future medical policy. Recen‘ly legislation 
has been enacted by which the osceopaths under 
their own board obtained the right to practice 
surgery and obstetrics, to give medicines and 
sign death certificates, giving them almost the 
identical rights of physicians, under the title 
of Dr. of Osteopathy. These statements review 
briefly the present registration law of N. il. and 
Maine. I recommend that our committee on leg- 
islation give our registration law careful study 
and report to the House of Delegates next year. 


MEDICAL DEFENSE 


We are learning more and more that the 
practice of medicine is a hazardous vocation. 
There are no more important matters confront- 
ing us than the question of medical defense and 
the best methods of preventing suits for alleged 
malpractice. The real and most vital question 
is that of prevention. How can we prevent 
these suits? In the first place we must fully 
understand our legal liability. Medical and 
surgical science has made very marked advance- 
ment in recent years. 

The legal standard of practice has corre- 
spondingly advanced. The results of treatment 
must measure up to this advancement in knowl- 
edge and raised standard of practice. This is 
especially true in the care of fractures, both 
simple and compound. Shortening of long bones 
and maladjustment of fragments after treat- 
ment which would have passed as average good 
treatment years ago cannot be accepted today 
as satisfactory results, due to the present use 
of the x-ray and the teaching of the orthopedic 
surgeons with their operative technique. 

There is another legal liability which we must 
not forget. I refer now to a promise to cure 
which in law is a legal contract. Should a physi- 
cian or surgeon promise a cure and if the patient 
accepts his treatment or undergoes an operation 
relying upon that promise and the treatment 
does not cure, the physician or surgeon is legal- 
ly liable for damages although he may not be 
liable for malpractice. He is liable for not keep- 
ing his contract. 

If a suit is brought under such circumstances 
and the plaintiff secures a verdict, not on the 
ground of an error in treatment, but for a viola- 
tion of a contract, the judgment may have to 
be paid by the defendant doctor and not by the 
liability insurance company. The liability pol- 
icy insures only against an error in practice. 
It does not insure against the breaking of a con- 
tract. My authority for these statements of law 
concerning legal liability is a recent ruling of 


a New Hampshire Superior Court Judge, to- 
gether with statements made to me by a Judge 
of our Supreme Court. We must keep in mind 
the fact that the practice of our profession is 
becoming year by year more exacting and legal- 
ly more difficult. We must never allow a patient 
to understand that we promise a cure or that 
there will not be any shortening after treatment 
of fractures of a leg or femur. It sometimes 
occurs that a suit is plainly an unjust attempt 
to extort money from the doctor or insurance 
company, expecting that the case will be settled 
to avoid the publicity of a jury trial. Such a 
suit never should be compromised by settlement 
because such a settlement invites other suits of a 
like nature. 


As a society we have done all we can do to 
protect our members and assist in their defense. 
I feel that as individual doctors we are not do- 
ing all we can or all we should do. We can- 
not blame the public, our ex-patients, for feeling 
and believing that they have not received proper 
treatment when cures are not complete, if some 
other physician whom they consult tells them so. 
We cannot expect the public to have confidence 
in us until we show the public we have confi- 
dence in each other. This situation demands 
as a remedy better ethical relations between 
physicians. There must be an honest, friendly, 
loyal support of the whole profession by every 
doctor. Let the golden rule be the basis of all 
our ethical relations. Let neighboring physi- 
cians work together, assist each other, sharing 
together the responsibility incident to medical 
and surgical practice. 

No one physician should assume the sole re- 
sponsibility in the care of serious illness or ac- 
cidents unless compelled to do so by circum- 
stances beyond his control. By following these 
ethical obligations we can increase our useful- 
ness in the service we owe the public, secure and 
hold the confidence and respect we need, there- 
by curing the many ills which we are compelled 
to endure in our daily work. I believe that when 
these ethical obligations are observed by all, the 
reputable doctor will rarely find himself a de- 
fendant in an alleged malpractice suit. 


TRAINING FOR NURSES AND SPECIALISTS 


In the best interests of the public and the 
medical profession I think there should be some 
substantial changes in the present methods in 
the training of the nurse and the specialists, 
particularly of the surgical specialist. By spe- 
cialist in surgery I do not refer to the general 
surgeon. Standardization of the trained nurse 
has been carried too far. 

The economic condition of 90 per cent. of our 
people demands some relief in the problem of 
home nursing. The real economic condition is 
apparently not appreciated by us physicians or 
by our training schools for nurses. From re- 
ports published at Washington by the Secretary 
of Labor and also by the Federal Trade Com- 
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mission we learn that although this is the richest 
nation on earth 1 per cent. of the people own 
59 per cent. of all its wealth, that 13 per cent. 
own 90 per cent., that 77 per cent. own not 
any part of it, and that 86 per cent. of the 
American people are poor. These 77 per cent. 
who own no wealth and the 86 per cent. who 
are poor constitute the workers, the wives, the 
children of this American Republic. We know 
that the families of these 86 per cent. have the 
largest number of children to feed, to clothe, 
to educate and care for until they come to 
maturity and become able to care for themselves. 

We physicians know that in these families less 
able to enjoy the many comforts of family life 
there is more sickness and more need of med- 
ical and nursing care than in families blessed 
with more financial means. It is impossible for 
a large majority of these 86 per cent. to get 
proper care without the aid of charity. How 
ean these people pay $6.00 per day for a trained 
nurse, pay the doctor for his services, in addi- 
tion to the usual living expenses? After spend- 
ing 3 years in a training school, allowing for 
some loss of time, it is evident that the fully 
trained nurse at this rate of remuneration is 
getting no more than she should receive. Then 
what is the remedy? How can these people get 
nursing care than they can pay for? The an- 
swer is they cannot until our training schools 
stop trying to standardize all trained nurses. 

Why not meet this situation by establishing 
in the training schools a short course to meet 
this great need, simply teaching the girls who 
elect such a short course only the art of making 
a sick patient comfortable, utilizing in addition 
to some training, the native intuition that God 
has bestowed upon woman for this purpose. 
These essential arts can be learned by a bright 
girl in 6 months or a year. Such a short period 
of training would of necessity be a non-graduate 
course. Mature girls of pleasing personality 
after such a course, in their daily work under 
the observation and continued instruction of the 
family physician in these humble homes, would 
soon become efficient aids to the doctor in his 
family practice. 

Such a nurse would be a God-send in the 
homes that cannot employ a fully trained nurse. 
The standard of nursing would here be raised 
because these people now are obliged to depend 
largely upon the help of relatives, neighbors and 
the domestie nurse. To my mind, the nursing 
problem will not be settled right until these 
poor people can secure nursing help of some 
training at a price they can pay. I do not ad- 
vocate any lowering of the standard of the fully 
trained nurse. 


TRAINING OF SPECIALISTS 


The education and training of the specialist 
has not yet received the consideration that this 
important subject demands. Today the special- 
ist is a specialist from choice. After some post- 


graduate study and observation in a private or 


semi-private post-graduate school where there 
is no opportunity for actual work or internship 
assistance, he announces to the public and to the 
profession that he will now limit his work to his 
chosen speciality. He is not a graduate special- 
ist.. He is not a registered specialist. I believe 
that in the near future the specialist should 
be both a graduate and a registered specialist. 
Some Class A medical school situated where 
there is an abundance of clinical material for 
its hospital should be urged and induced to 
establish such a post-graduate school. Students 
accepted for training in the surgical specialties 
should be interns and assistants during the 
period of training which I believe should be 
not less than two years, better three years. 


When such a course has been completed the 
student should graduate receiving his diploma 
as a specialist in his chosen speciality. The 
necessary legislative permission could be ob- 
tained for granting such diplomas and also for 
the registration of graduates in the various states 
as registered specialists. 


In the interests of the medical profession the 
publie and the specialists themselves I helieve 
the time has come when such a plan should be 
put into operation as a part of the general plan 
of medical education. The general practitioner 
has a legal responsibility for the results of treat- 
ment when he refers his patient to a specialist. 
I recommend that our permanent committee on 
medical education give this matter careful study 
and in connection with the New England Med- 
ical Council formulate some constructive plan to 
place before the selected medical school. 


In closing I want to say a few words in behalf 
of the general practitioner or the family physi- 
cian. An eminent surgeon formerly practicing 
in New England, now Dean of a large medical 
school in the West, recently said that ‘‘the fam- 
ily physician is a thing of the past.’’ Similar 
statements often appear in medical literature 
when referring to the present tendency toward 
specialization. These statements may be true 
in Chicago, New York City or other large cen- 
ters. It is not true throughout the country as 
a whole. I do not believe it ever will become 
true in New Hampshire. 


A recent survey of the medical and surgical — 


practice of members of this society revealed 
rather interesting information. The general 
practitioners are doing a large amount of gen- 
eral surgery due to the many small hospitals in 
the state. Stating it in another way the gen- 
eral surgeons with only a few exceptions are 
doing also a general practice. A surprisingly 
small number of surgeons limit their work to 
surgery. 

The specialists not engaging in any general 
practice include orthopedic surgeons, eye, ear, 
nose and throat men, a small number limiting 
their work to obstetrics and to pediatrics and a 
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few hospital technicians, altogether less than 10 
per cent. of the membership. 

More than 90 per cent. are the general prac- 
titioners and general surgeons who are the fam- 
ily physicians. With the trained specialists as 
consultants when needed these family physicians 


ean render to the public adequate service in 
about 90 per cent. of all needing medical care. 
About 10 per cent. need the care of a special- 
ist. For many years I believe the family phy- 
sician will continue to hold a warm place in the 
hearts of the people. 


THE FUTURE OF RURAL MEDICINE* 
BY JOHN P. BOWLER, M.D., F.A.C.S.f 


NE is almost compelled by virtue of the uni- 
versality of the title of this paper to vio- 
late a basic rule and introduce the subject with 
an apology for its injection. For the past decade 
the problem of rural medical service has been in 
the forefront of every gathering of medical men, 
and has survived a lifetime as the theme of ad- 
dresses of retiring medical society officers. And 
for too long a time the gradual disappearance 
of the rural practitioner has been the subject of 
abstract generalizations of educational investiga- 
tors and an opportunity for the expression of 
opinions by metropolitan agencies as to a duty 
which somebody else should perform. 

We would prefer to discuss the question from 
the standpoint of men within not from without 
its influence. At the same time, in order to pre- 
sent that which appears as the true problem it is 
necessary, but with all due honor, to rid the dis- 
cussion of the sentimental portrayal of the coun- 
try doctor and his voluntary or involuntary 
martyrdom. Any statistical review in substan- 
tiation of the fact of the decrease of rural prac- 
titioners is, before this body, entirely super- 
fluous. The report of a committee of this so- 
ciety rendered five years ago stated the steadily 
rising age of New Hampshire rural physicians 
and gave critical warning of the inevitable loss 
of medical service. Our interest lies in the dis- 
cussion of a method by which this service may 
be restored. 


In order to develop our thesis more clearly 
may we briefly analyze the numerous remedial 
procedures that have been suggested. Under- 
lying all of these is the assumed premise that 
the problem is an economic one and, therefore, 
all proposed solutions have been developed from 
that point of view. These proposals resolve 
themselves into two types, attempts either to 
reduce the investment in the doctor or to in- 
crease the return. Reduction of the capital in- 
vestment appears in suggested modifications of 
the educational exactions or in the duration 
of the medical course ; increase in the return ap- 
pears in the form of town or village subsidies 
or some other artificial assurance of income. In 
fact, the proposal to modify the educational re- 
quirements has led many men to maintain that 
the problem is confined entirely to medical ed- 

*Read at the Annual Meeting of the New Ha:upshire Medical 
Society at Manchester, N. H., May 28, 1929. 
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ucation, which fact is vigorously denied by med- 
ical educators. Probably the real ground is 
midway between these two positions. 

Let us consider first the reduction of the in- 
vestment, or in terms of its application, the ab- 
breviation of medical education. The usual pro- 
posed revision involves fundamentally an ab- 
breviation of the medical school curriculum and 
the lessening of premedical requirements to pro- 
vide for the completion of the individual’s train- 
ing at an earlier age and at less expense. 

To one at all familiar with medical educa- 
tional problems this proposal presents a, hope- 
less attempt to turn out a well-trained doctor, 
and ignores entirely the advisability or the 
necessity of equipping him with a social or non- 
medical education. The present ever-widening 
field that must be taught today seems to render 
anything under the present seven-year system 
impossible. Although medical curricula are now, 
and have been for the past several years, under- 
going much local revision in the various schools 
in respect to proportionate emphasis on various 
subjects and as to teaching methods, because 
of the ever increasing material and ground to 
be covered, it is a forlorn hope that this re- 
vision can ever reduce the number of hours re- 
quired. Moreover, it is to be hoped that any 
man worthy to become a member of the profes- 
sion would seek the best training. <A _ school 
offering less than that would undoubtedly, in 
spite of the present great numbers of applicants, 
find difficulty in filling its enrollment. The ra- 
tionale of this proposal to shorten the medical 
course is based on the educational status of two 
generations ago. 

At that time a high school education was above 
the educational level of the day. Entirely for- 
gotten in these discussions apparently is the fact 
that the community standing of the country doc- 
tor largely depended on the fact that along, 
usually, with the minister he represented the 
height of education in his community. Today 
there are eight times as many individuals en- 
rolled in colleges as there were enrolled in high 
schools thirty years ago. Altogether apart, then, 
from the increasing amount of curricular mate- 
rial, how can we consider a program which in- 
volves turning out members of the medical pro- 
fession at a lower educational standard than the 
lawyer, minister, engineer and average man go- 
ing into the larger business organizations? 
Whatever may be our opinions as to the too 
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great prevalency of higher education, the above 
question still stands. The opinion of the pre- 
medical student and his willingness to under- 
take the present régime is emphatically ex- 
pressed by the fact that there have been for 
the past several years twice as many eligible ap- 
plicants to medical schools over the country as 
could be accepted. 

The second suggestion as to abbreviation of 
the curriculum involves the elimination of hyper- 
theoretical matter and greater emphasis on prac- 
tical application. This criticism of research em- 
phasis, however, must be considered with regard 
to its intensity in a given school. An under- 
graduate school without some research interest 
to check current methods and theories might 
well turn out practical men. But, in all respect, 
we should recall the warning of Disraeli’s defi- 
nition of a practical man as he who repeats the 
blunders of his predecessors. We have reviewed 
these two methods of abbreviation of medical 
education only to say that with them we dis- 
agree. Nevertheless, an educational aspect does 
enter this problem, and to that we shall return 
later. 

Let us now continue the discussion of the other 
type of economic approach to the problem—in- 
creasing the return on the individual’s invest- 
ment. It is one of the finer attributes of med- 
icine that service has been considered more im- 
portant than reward; but there is a minimum re- 
turn that must exist if the service is to continue. 
Attempts to increase this return have assumed 
the form of village subsidies or various forms 
of guaranteed collection of bills by village au- 
thorities. The economic foundation on which 
the subsidizing of medical service stands is just 
as weak as that of subsidization in general. It 
is an uneconomic and artificial structure, out of 
place in medical service, and leads, as far as 
we can gather, to the engagement of a young 
man interested only temporarily, or of an older 
man for whom the work is too arduous. In either 
case, reports generally are to the effect that 
individual obligations on the part of patients are 
not recognized because of the feeling of a pro- 
prietary interest in the doctor, who thus must 
carry on his work in this atmosphere of 
patrimony. 

Another and the most recently suggested of 
these remedies is aimed at the increasing ten- 
dency on the part of rural people to drive by 
the country doctor and seek their medical serv- 
ice in the nearest larger community. This has 
brought forth the publication of numerous ob- 
servations to the effect that ninety per cent. of 
the medical situations can be handled by ninety 
per cent. of the general practitioners—the propa- 
ganda assuming almost the proportions of a Pa- 
tronize Your Neighborhood Grocer campaign. Its 
ineffectiveness is inherent in the desire of any 
man to obtain for his wife or child the best med- 
ical service available, and any campaign directed 
at the control of such a human desire defeats it- 


self by its own puerility of reasoning. Why does 
the rural patient drive by the door of the coun- 
try doctor and seek his medical service in the 
nearest larger community? The answer to this 
question is the answer to ‘‘why the rural prob- 
lem?’’ Here we leave the economic approach, 
which with its over-emphasis, we believe, has be- 
fogged the real issue and delayed progress. 

Let us now outline what we consider to be 
the crux of the problem. Medical practitioners, 
and particularly country doctors, have always 
received a large part of their reward in the 
satisfaction which comes from the realization 
that they are engaged in a worth-while work and 
that they are doing it well. Take away these 
satisfactions and medical practice becomes noth- 
ing but irksome drudgery. This decrease in in- 
tangible reward has already taken place. We 
believe then that the essence of the situation is 
the fact that the country practice of medicine 
as a job has gone flat, if you will. With the 
centralization and concentration of medical 
progress in a few large cities, the country doctor 
as the individual farthest removed from any pos- 
sible stimulation and support is left to shift 
as best he can in an atmosphere of professional 
isolation. Having been placed so far from the 
opportunities of keeping up with medical prog- 
ress, he has now become conscious of the handi- 
cap under which he works. He is frustrated by 
the impossibility of this professional isolation. 
As the result of a developing consciousness of his 
professional detachment with the consequent 
realization of his eventual inadequacy the -coun- 
try doctor in time acquires a profound dissatis- 
faction with his environment. As long as he, 
alone, is aware of this situation the economic 
aspect remains unchanged. But as soon as this 
situation is recognized on the part of his pa- 


tients it becomes immediately reflected in the 


doctor’s economic return, and it is this develop- 
ment that has brought the situation to a head. 
It is, therefore, obvious that any attempted cor- 
rection of the economic aspect is symptomatic 
treatment, and that the cure lies in the removal 
of the basic cause, his dissatisfaction with his 
work and the loss of the full support of his pa- 
tients. For these reasons the country doctor, 
as he has been so often described, is gradually 
disappearing, in many places he has gone. And 
he has been destroyed by the so-called scientific 
progress of medicine itself. The irony in the 
picture is the Humpty-Dumpty motif of those 
who, having directed his destruction, now at- 
tempt, with tears in their eyes, by the offering 
of special inducements to put him back in this 
impossible professional réle. 

With this lengthy introduction, we are now 
in a position to present that which appears as a 
logical solution of the rural medical problem. 
If we have succeeded in our attempt to demon- 
strate professional isolation as the fundamental 
cause—professional detachment from sources 


of medical rejuvenation, if you will, then the 
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solucion is obvious and implied. Isolation is 
fundamentally a matter of distance. The prac- 
titioner with whose welfare we are concerned 
must remain at his post. What he is to get in 
the way of outside influence and stimulation 
must be brought to him, or at least within his 
reach. The sources of opportunities for keep- 
ing abreast with medical progress have been co- 
drdinated in all medical systems with sites of 
medical education. On what we regard as a false 
premise of undergraduate medical education, 
these sites have been removed and practically 
restricted to areas presenting opportunities for 
mass education, with the result that less popu- 
lated states and districts have been deprived of 
their only means of maintaining a spirit of mod- 
ern medical progress. Our proposed solution 
then is the revision of our distribution of cen- 
ters of medical education. We believe that fol- 
lowing the restoration of medical atmosphere 
throughout the countryside there will develop 
inevitably more modern medicine. A so-called 
rural medical school will provide sufficient prac- 
titioners within its area, not by taking young 
men from its district and training them by some 
special technique for country practice, but by 
showing men who prefer the country that there 
modern medicine can still be practiced and that 
there can be found the physical equipment and 
facilities and technical laboratories on which 
they may depend. When modern medicine can 
be practiced in rural communities, the rural 
doctor will regain his former prestige, the rural 
patient will return to the rural doctor, and the 
economic return on the doctor’s investment will 
revert to a position giving less concern. 


We do not wish to convey an impression that 
the millennium for the caricatured country doc- 
tor is provided. In many places, such as the 
village of a few hundred persons, that in- 
dividual has disappeared permanently. There 
are neither economic, social, nor educational 
conditions with which he will be satisfied. Med- 
ical service in such communities will be pro- 
vided by an inevitable change in medical organ- 
ization within such areas. It is not a fanciful 
imagination that can picture for the future the 
gradual development through rural districts of 
an appreciation of the value of co-éperative med- 
ical action. This will result in the gradual de- 
velopment of small medical groups, which will 
handle their smaller outlying districts on an or- 
ganized out-patient plan, permitting efficient and 
economical service to the patient through avoid- 
ance of unnecessary duplication of travel and 
effort. 

There are men and there will always be men 
to whom the country service is the first choice 
and who, if offered the possibilities for high pro- 
fessional standing in their work, the conscious- 
ness of a recognized efficiency, and opportunities 
for professional, social, and educational contact, 
will respond as readily as they once responded 
to the challenge of country service to versatility 
and resourcefulness. They will find in the coun- 
try practice more opportunity, more usefulness, 
more appreciation, and more satisfaction than 
their city brethren who, however close they may 
be to greater scientific inspiration can never be 
so close to their patients. 


PRIZE ESSAY 
THE RESPONSIBILITY OF THE GENERAL 
PRACTITIONER OF MEDICINE FOR THE CURE AND 
PREVENTION OF TUBERCULOSIS* 


ROBERT B. KERR, M.D., MANCHESTERT 


HE life of the physician engaged in the 
= practice of medicine is filled with respon- 
sibilities, among them being those which he quite 
naturally assumes and others which he has 
thrust upon him, sometimes against his wish. 
The health and happiness of those whom he 
numbers among his patients are dependent to 
quite some extent upon his skill and knowledge 
of the Science of Medicine. He voluntarily takes 
upon himself an obligation to bring to his pa- 
tient, not only the knowledge that he already 
possesses, but as much as he possibly can of 
that which medical science is constantly discov- 
ering not only to cure disease and alleviate pain 
and suffering, but to protect his patients and 
the public from disease in any form. 


*Dr. Kerr’s essay won the prize of $100 offered by the Trustees 
for the best essay submitted for the year. 

¢For record and address of author see ‘“‘This Week’s Issue,” 
page 1219. 


In no instance is this obligation more binding 
than in the treatment and prevention of tuber- 
culosis, and this obligation is not lessened be- 
cause of the presence of organized agencies hav- 
ing for the purpose of their existence the eradica- 
tion of this disease. 

It is almost always true that the ‘‘family’’ 
physician has the first opportunity not only 
to ascertain the presence of tuberculosis but to 
give battle for the cure of the afflicted and pre- 
vention of further contagion. This physician 
first sees the Actual or Suspected cases of tuber- 
culosis and the obligation is his, and his alone, 
to make such early diagnosis and take such steps 
as will provide proper safeguards for all. The 
‘‘family’’ physician is the man on the firing 
line, presumably acquainted with the signs of 
the presence of the enemy and entrusted with 
the solemn duty of affording protection against 
the attack. 
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No organized campaign against tuberculosis 
or any other disease can be carried to a suc- 
cessful conclusion without the assistance, the 
vigilance and whole-hearted support of the gen- 
eral practitioner. 


A DISEASE OF THE MASSES 


Notwithstanding the fact that in the past 
twenty years—the number of _ tuberculosis 
deaths has been cut in half, the disease still 
claims the lives of approximately 100,000 citi- 
zens of the United States annually. It still 
causes more deaths between the ages of 20 and 
45 in this country than all of the deaths caused 
by heart disease, pneumonia, cancer, kidney dis- 
ease and diseases of the arterial system com- 
bined. Approximately 2,000,000 people in the 
United States have tuberculosis in some form 
and of these close on to 1,000,000 have active 
tuberculosis of the lungs. 

Any disease which creates such frightful and 
costly havoe and exacts a toll of 100,000 lives 
a year is a problem of great magnitude. And 
when there is indisputable evidence in the hands 
of the medical profession to demonstrate that 
this disease is both preventable and curable, a 
serious responsibility is accepted by and incum- 
bent upon every physician engaged in the prac- 
tice of medicine. 


A CURABLE DISEASE 


It seems almost trite to say that tuberculosis 
is curable, despite the belief of some physicians 
who appear to have but little faith in its cure 
and therefore fail in their obligation to those 
afflicted. Tuberculosis is curable. It is the most 
curable of all chronic infectious diseases. Cure 
is more certain—the earlier the diagnosis is 
made and the prompter the correct mode of 
treatment is instituted. Even a surprising num- 
ber of moderately advanced and far advanced 
cases reach complete arrest, if treatment is per- 
severingly and consistently carried over a suffi- 
ciently long period of time. We now know that 
it is possible to so thoroughly heal tuberculosis 
that the disease process cures by absorption 
rather than by fibrosis as we were taught vears 
ago. With long continued treatment it is pos- 
sible to cause the disease to heal to the extent 
of cavitation disappearing in some eases. I 
am aware of the fact that this statement may 
seem extravagant to some, yet there is x-ray evi- 
dence over a sufficiently large number of cases 
to substantiate it. 


TOO LATE 


However, even after twenty years of inten- 
sive educational publicity, and all of the aids 
to early diagnosis now available to the profes- 
-sion it is still found that the diagnosis of tuber- 
culosis has been delayed from six months to 
a year and even more in many eases. The loss 


and suffering which this entails is incaleulable. 
There can be but little, if any, excuse for 
delay in making a reasonably early diagnosis of 
tuberculosis unless it is due to the failure of 
the patient to consult the physician until the 
disease is advanced. The reluctance of the pa- 
tient to seek examination early is undoubtedly 
one of the most difficult obstacles to early diag- 
nosis. To overcome this difficulty health offi- 
cials and educators have joined hands in a great 
campaign to educate the public as to the danger 
signs of early tuberculosis, particularly empha- 
sizing the importance of consulting the family 
physician just as soon as these symptoms or 
signs occur. Particular efforts are being made 
and should be continued to educate the High 
School groups as to these symptoms and signs. 
So great, indeed, is the value of an early diag- 
nosis that it should be sought by patients and 
physicians alike. 


SUSPECT TUBERCULOSIS 


It is, therefore, apparent that it is most im- 
portant for the private physician, first of all, 
in the fulfillment of his obligation for the cure 
and prevention of tuberculosis to learn to SUS- 
PECT tuberculosis, particularly in chronic ill- 
nesses instead of either not thinking of it at 
all, or else considering it as the last possible 
diagnosis. It has been well said by Dr. Lawra- 
son Brown of Saranac Lake, ‘‘Your patients, 
your friends, your family are as prone to con- 
tract and develop pulmonary tuberculosis as 
hundreds of others’’. The conscientious physi- 
cian who learns to SUSPECT tuberculosis will 
a many of his patients from a lingering 
eath. 


TUBERCULOSIS INFECTION OR DISEASE 


When we speak of early diagnosis we mean 
the earliest moment at which we can detect 
clinical or active tuberculosis. Truly incipient 
tuberculosis infection gives no symptoms or signs 
and consequently we have no means of detecting 
it except by the tuberculin test and x-ray, nor 
is it necessary, for without symptoms or signs 
of disease there is no impairment of health and 
hence no treatment is required. 


EARLY DIAGNOSIS 


The early diagnosis of clinical or active pul- 
monary tuberculosis is easy or hard very much 
as one goes about it. Generally, I believe, the 
physician will be able to make a definite or prob- 
able diagnosis if he diligently studies his pa- 
tient’s condition in a methodical manner, cor- 
relating and combining the symptoms, the signs 
and the x-ray, if the last named is available. 


FULFILLING OUR OBLIGATIONS 


I have already indicated the imperative ob- 
ligation encumbent upon the physician to learn 


of life, time, and money and the human misery 


to SUSPECT Tuberculosis. His next important 
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obligation is to make an EARLY diagnosis, if 
the disease is present. It is not my purpose 
here to discuss the symptoms or signs of early 
tuberculosis or the salient points in Early diag- 
nosis. This information is available in any 
standard treatise on tuberculosis. 

Years of observation lead me to the conviction 
that many of the failures to make an early diag- 
nosis are due, not to lack of knowledge of the 
symptoms and signs of tuberculosis disease but 
to failure to take a careful history and to make 
a physical examination of the patient or else 
the perfunctory character of the examination 
made. For this reason it is my purpose rather 
to emphasize the importance of the NEXT step 
in early diagnosis—the physical examination— 
how to go about it—and then discuss briefly 
the subsequent obligations of the physician. 


A CONSCIENTIONS EXAMINATION 


The most binding obligation of many devolv- 
ing upon the physician in the practice of his 
profession is that of a conscientious physical ex- 
amination for every individual consulting him 
professionally. This is particluarly true if 
the symptoms complained of are vague and in- 
definite. Above all he should not be facetious 
with the individual who comes to him for an 
examination for tuberculosis or any condition 
or for a Health Examination—no matter how 
well or robust the person may appear to be. 
The physician should give him a conscientious 
physical examination. He may be surprised to 
find that tuberculosis is present or that there are 
the seeds of some other preventable and curable 
condition. If he does not—the physician has 
performed a real service in having relieved the 
individual’s mind of this anxiety. It is infinite- 
ly better for the physician to be surprised to find 
tuberculosis present than to be chagrined later 
to find that another physician has made the 
diagnosis which he was obligated to make. 


APPARENTLY WELL 


I have recently seen several interesting cases 
of tuberculosis in apparently well people. One 
of these was a young man who, while in appar- 
ent good health, was seized with a sharp stabbing 
pain in his chest followed immediately by acute 
dyspnoea. He visited a physician who found 
‘‘nothing the matter.’? The dyspnoea persisted 
yet to a much less degree and finally after vis- 
iting several physicians x-ray was suggested. 
Upon being x-rayed it was discovered that the 
young man had developed spontaneous pneumo- 
thorax in one lung and the x-ray further pre- 
sented evidence of moderately advanced tubercu- 
losis in the other lung. From general appear- 
ances man appeared to be in good health. 

A second case was that of a school boy, who 
had seen several of the best physicians. Only 
after an observation of several weeks and x-ray 
examination was it possible, however, to make 


a diagnosis. The x-ray showed lesions of moder- 
ately advanced pulmonary tuberculosis. 

Another case was that of a professional man 
who woke up one morning to find that he was 
raising blood. About a cupful was raised fol- 
lowed by about the same amount later in the 
day. This man had noticed some fatigue for the 
six months preceding, otherwise there was noth- 
ing in the past history to indicate tuberculosis. 
His temperature and pulse were normal—his 
weight had fluctuated but 2 or 3 lbs. in the past 
year. The man looked quite well. Physical ex- 
amination disclosed slight dullness over the right 
apex with harsh breathing, and following ex- 
piratory cough some crepitant rales above the 
right clavicle. There was some impairment of 
resonance at the left apex with roughened 
breathing but no rales. X-ray taken several 
days later showed involvement of both apices 
more definite in the right with a small cavity in 
the right apex. The cavity had not been dis- 
covered on physical examination because of se- 
eretions, possibly blood, which filled it. 

These cases illustrate the not infrequent de- 
velopment of lesions in the lung tissue without 
giving rise to definite or even suspicious clinical 
symptoms. They also point out the necessity 
of always suspecting tuberculosis and in the 
Periodic Physical Examination of Apparently 
Well People, so widely recommended by the med- 
ical profession within the past few years, care- 
ful examination of the lungs should have a part 
in it. 

THE PHYSICAL EXAMINATION 


It is therefore clear that the conscientious 
physician has not fulfilled his obligation to his 
patient unless he has given him a thorough phys- 
ical examination and availed himself of every 
aid to diagnosis which is at his hand. The first 
step is to obtain the history, past and present, 
and follow up all clues. For the sake of method 
and thoroughness a definite plan or scheme 
should be followed in doing this, and there are 
many such excellent outlines. Some have the 
fault of being too comprehensive. But the main 
points as to age, nationality, occupation, family 
history, past history, symptoms now complained 
of should be recorded. 

We now come to the physical examination of 
the patient and in order to proceed methodi- 
cally it is well to have a plan or scheme with 
a diagram of the chest upon which to note find- 
ings. 


POSITION OF THE PATIENT 


No examination of the chest is satisfactory 
unless the patient is stripped to the waist line. 
He should have a sheet or some covering thrown 
about him, and be seated upon a revolving stool. 
It is less tiresome both for the patient and phy- 
sician to be seated than to stand. The patient’s 
arms should hang loosely by the side when ex- 
amining the front of the chest, and when exam- 
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ining the back the arms should be folded. In ex- 
amining the axilla the hand should be placed 
upon the head. 


a. Inspection 

There are many points to be noted, the shape 
of the chest, asymmetry, the respiratory move- 
ments, ete. Particularly to be noted is delayed 
expansion or less movement at one apex than 
the other, which when one can be sure of it, 
is a sign of value in early diagnosis. 

b. Percussion 

Prolonged practice is necessary to acquire 
skill in the practice of percussion. Not infre- 
quently it happens that the physician finds him- 
self placing more reliance upon one metiod of 
procedure in examination than in another and 
very frequently this is auscultation. Yei it is 
advisable to use all. 

In pereussion one begins at the lower portion 
of the chest, where he is more likely to obtain 
the normal note of resonance and goes upwards 
noting the difference, if any, in the percussion 
sound in different areas of the same side and in 
the two sides. Definite changes in the percus- 
sion note are of great aid as indicating abnormal 
lung conditions yet it is very frequently true 
that but a short time is needed in percussion, 
for auscultation is, in my opinion, far more im- 
portant. There is, however, one important ex- 
ception—This is in the examination of children 
for tuberculosis. Here paravertebral or para- 
sternal dullness which, of course, would be elic- 
ited only by percussion, is oftentimes the one 
sign elicited in juvenile tuberculosis. 

c. Auscultation 


The patient should be asked to breathe more 
rapidly and deeply than normally, avoiding 
noisy respiration, and with relaxation of the 
shoulder muscles as much as possible. One ex- 
amines with the stethoscope the front and the 
back of the chest and the axillary region. The 
especial signs to be looked for are, First, the 
character of the respiratory murmur, is it dim- 
inished, or bronchovesicular, or bronchial, or 
amphorie or rough or is the expiration pro- 
longed? Second: the presence of rales, (es- 
pecially fine more or less moist ones at one or 
the other apex, for rales at the base do not in 
the great majority of cases mean tuberculosis. 
Rales may be detected in deep inspiration or 
only upon coughing and then only upon cough- 
ing at the end of deep expiration. When rales 
are discovered at an apex and are persistent, and 
if there is no evidence of an acute infection like 
influenza or bronchitis it is almost always indica- 
tive of tuberculosis. It is principally upon aus- 
cultation that one must rely for physical signs 
in early diagnosis. It does not make much dif- 
ference what kind of a stethoscope one uses pro- 
vided he becomes accustomed to it. The impor- 


the respiratory murmur; then the voice sounds; 
whispered and spoken, and finally seeks for ad- 
ventitious sounds—rales. These latter, however, 
may be the first abnormality detected, and if 
localized and constant, they go far towards mak- 
ing a definite diagnosis, for they are new sounds, 
while modifications in the respiratory murmur 
are only variations of normal sounds and are of 
uncertain interpretation. 
d. Ausculting the Expiratory Cough 

No examination of the lungs is acceptable 
without auscultation during normal inspiration, 
following expiratory cough. The patient is in- 
structed to hold his handkerchief or piece of 
gauze before the mouth, then to breathe in and 
out, then cough—then breathe in. This is re- 
peated as often as is necessary—for ausculta- 
tion of the various areas of the lungs, particu- 
larly the apices. During this type of ausculta- 
tion possible secretions in the lung may be 
‘*stirred up’’ and fine rales elicited which were 
not heard before. This very frequently happens 
at the apices, where the lungs are but little ven- 
tilated. The eliciting of rales at the apices fol- 
lowing expiratory cough is a great help to the 
physician in establishing his diagnosis. 


SPUTUM EXAMINATION 


Several specimens of sputum should be exam- 
ined in the case of every patient raising any 
sputum at all; irrespective as to whether cr not 
the individual ‘‘looks tuberculous.’’ Often times 
the laboratory will fulfill for the physician 
his obligation to make an early diagnosis of 
tuberculosis. 


X-RAY EXAMINATION 


The physician should make frequent use of 
x-ray examination of the chest. The x-ray can 
be of great help in the final decision in border 
line cases. The x-ray findings should be, of 
course, considered in conjunction with the his- 
tory, the symptoms, the sputum examinations 
and the physical examination findings. 


AIDS TO DIAGNOSIS 


It is the duty of the physician, if it is neces- 
sary to do so, to avail himself of all the aids to 
diagnosis in his community. The issue at stake 
is the life of his patient. If the physician is 
in doubt he should consult the chest specialist, 
the chest clinic, the Sanatorium Medical Super- 
intendent, ete. Of course it stands to reason that 
the conscientious physician will familiarize him-. 
self with any such resources available in his 
community. 


THE FINAL DECISION 


_The physician does not have to make a definite 
diagnosis upon his first examination. He may 
defer it for sputum reports, x-ray findings, or 


tant point is to listen ; to listen intelligently with 
a definite purpose in view: First one studies 


temperature readings; or further physical ex-* 
amination. 
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Lay ‘‘experts’’ sometimes have the impression 
that the diagnosis of pulmonary tuberculosis is 
easy and that doctors are incompetent because 
they do not make an immediate diagnosis. The 
diagnosis is often difficult and the physician is 
often perplexed in reaching a decision. How- 
ever, he should endeavor to come to a definite 
decision as quickly as possible. 

If he has given a conscientious physical ex- 
amination and an early diagnosis of tubercu- 
losis to his patient the physician has rendered 
a signal service to his patient—to the family 
and community. 


A TRUTHFUL DIAGNOSIS 


But his responsibility does not rest there. He 
should promptly inform his patient of the diag- 
nosis of tuberculosis, of course accompanying 
his diagnosis with an explanation as to its cura- 
bility, the nature of the disease, the prvobable 
length of treatment, the vital importance of 
prompt treatment and the need for long contin- 
ued faithful adherence to the details of the mod- 
ern method of cure, and the means of prevention. 
Dishonesty in tuberculosis is tragic to the pa- 
tient and his family. It is a mistaken kindness. 
No individual is willing to assume all the re- 
quirements of treatment unless he is informed 
as to the true diagnosis. No individual is ready 
to carry out the proper preventive measures to 
protect others from his infection unless ‘he 
knows that he has tuberculosis in an active, 
and therefore infectious stage. That his pa- 
tient is ‘‘nervous’’ is no reason for deceit or 
half truths as to the diagnosis in his case. For 
any one, nervous or not, certainty is far better 
than uncertainty and the physician will often be 
surprised to find his nervous patient greatly re- 
lieved to know just what the diagnosis is and 
ready to start prompt treatment. The physi- 
eian should not fear that he will lose his pa- 
tient because of telling him the true diagnosis. 


It is better for him to lose his patient than his 
own self-respect. 


SANATORIUM TREATMENT 


For the great majority of tuberculosis pa- 
tients treatment in a well conducted Sanatorium 
is best, at least for a period of several months 
to learn the details of treatment and prevention. 
It is the duty of the physician to be informed 
as to the Sanatorium treatment available for his 
patient; the method of procedure in applying 
for admission, the costs of treatment and how to 
secure admission to public institutions for pa- 
tients unable to assume the full expense of treat- 
ment. It is his duty to encourage his patient 
to stay in a Sanatorium as long as the auithor- 
ities there feel that the patient or his family can 
be benefited by his stay. 


HOME TREATMENT. 


During the period before entrance to a San- 
atorium it is the duty of the physician to in- 


stitute the well recognized methods of Modern 
Home Treatment in Tuberculosis. 

Because of the inadequacy of the number of | 
Sanatorium beds it is necessary that the ma- 
jority of tuberculosis patients must be treated 
at home. 

It is possible to cure the tuberculous patient 
at home, provided the home environment is fav- 
orable—the family able and ready to co-operate, 
and the patient has the will power to carry out 
the necessary régime over a sufficiently long 
period of time without the close supervision 
which is maintained in a Sanatorium. 

If the physician accepts the serious respon- 
sibility of ‘‘ Home Treatment’’ he should be will- 
ing to give considerable time and thought to 
every detail. He should be ready to advise as 
to the building of a sleeping porch, or an Open 
Air Camp or other arrangements for outdoor liv- 
ing. He should do everything possible to make 
conditions under ‘‘Home Treatment’’ approxi- 
mate as closely as possible those of ‘the Sana- 
torium. 

He should outline the program of treatment 
to the patient and to the family. This last is 
very necessary as often times an uninformed fam- 
ily may be a detriment to the progress of the pa- 
tient. 

He should insist that the patient sleep in a 


room alone—with open windows, and if possible 


a sleeping porch or other facilities for open air 
treatment should be available, particularly in 
good weather. Good judgment should be used 
in the dosage of fresh air. It is of extremely 
doubtful value to expose a patient to over dos- 
age of fresh air, especially in severe winter 
weather. 


REST TREATMENT 


Rest treatment should be explained and in- 
sisted upon in accordance with the patient’s 
need. All febrile cases—(99.4-99.6, 100 and 
over) should carry out absolute rest in BED. 
For afebrile cases exercises carefully regulated 
should be instituted. The physician should start 
exercises for the patient at 10 minutes walk a 
day increasing up to 30 minutes walk a day after 
a period of several months. During the re- 
mainder of the day absolute rest being insisted 
upon. It may be necessary, and usually is, to 
carry out Rest Treatment for months and even 
years to attain arrest of the disease. 


DIET 


The matter of diet is an important one. Yet 
the most frequent mistake is to overemphasize 
it. An ample dietary is advisable but not to 
the point of ‘‘stuffing’’ the patient. Only three 
nourishing meals of a mixed variety with 3 to 4 
glasses of milk a day are indicated. Raw 
are inadvisable except when the patient is un- 
able to take the regular dietary. When the pa- 


tient gets up to a safe reserve of weight above 
normal, it is advisable to omit the milk and 
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perhaps cut down on the quantity of food taken 
at the three meals. It is not advisable to en- 
deavor to make the patient get too fat. 


MEDICINES 


From my own experience I believe that med- 
icine should be given. While it is true that 
there is no specific cure for tuberculosis vet 
there are certain medicines which help digestion, 
stimulate the appetite, relieve symptoms, etc. 
They should be utilized for their therapeutic 
and psychological effect upon the patient. 

There are many other details of treatment 
which must be attended to for success in home 
treatment of tuberculosis. The physician should 
familiarize himself with all of these details. 

The burden of eventual recovery rests large- 
ly upon the physician even with half hearted 
co-6peration by the patient. 


TUBERCULOSIS IN PREGNANCY 


The pregnant woman with active tuberculo- 
sis presents serious responsibilities for the 
physician. Each case must, of course, be con- 
sidered as a separate problem. In general the 
question of terminating pregnancy after four 
to five months should not be considered as the 
shock is too great and the benefits to be gained 
doubtful. If the disease is definitely active and 
progressive and the pregnancy not more than 
one to two months the question of terminating 
pregnancy should receive consideration. If the 
ease is incipient and there is no marked activity 
and the patient has good facilities and oppor- 
tunity to carry out treatment for tuberculosis, 
the question of continuing pregnancy should be 
seriously considered. 

On the whole it is best to place the preg- 
nant tuberculous patient under the best possible 
-treatment for tuberculosis, preferably in a San- 
atorium, and allow the pregnancy to go on 
rather than run the risk of terminating it. 


THE FAMILY 


The physician frequently must assume treat- 
ment of the entire family where active tubercu- 
losis is discovered. He must assist in solving the 
many sociological problems involved. He must 
ease the burdens of the other members of the 
family and safeguard them from infection. In 
this service he should enlist all possible assist- 
ance. 


PROTECT THE CHILDREN 


The physician must particularly safeguard 
the children from the disease. For childhood 
is the seed time of tuberculosis infection. If 
the home is overcrowded and there are little 
children in the family it is best to remove the 
tuberculous mother or father to a Sanatorium, 
or hospital, particularly if the disease is ad- 
vaneed. If the patient must stay at home—all 
of the children, more especially the younger 


children should be removed or kept entirely 
away from the patient. The tuberculous mother 
should not, of course, nurse her child. (An in- 
structed intelligent patient may have visits from 
the children but must never kiss them on the 
mouth.) The physician should endeavor to bring 
any of the children who are in poor physical - 
condition up to normal nutrition as quickly as. 
possible. 


PREVENTIVE MEASURES 


It is the duty of the physician to give detailed 
directions as to the disposal of sputa or other 
tuberculous secretions, the sterilization of the 
patient’s dishes and other materials used by the 
patient. To further stimulate the rigid follow- 
ing of instructions the physician should use the 
services of the public health nurse, for repeated 
and detailed teaching is necessary to prevent 
spread of the infection. 


EXAMINE THE CONTACTS 


Having secured admission to a Sanatorium 
for his patient or instituting Home Treatment 
the physician’s responsibilities for the cure and 
prevention of tuberculosis have by no means 
ended. He has many other obligations but per- 
haps his next important one is with reference to 
physical examination of all who have been in 
intimate and prolonged contact with the patient, 
more particularly members of his immediate 
family. Are any other members of the family 
infected or already suffering from active tuber- 
culous disease? It does not matter that the 
other members of the family ‘‘look well’’—the 
conscientious family physician recommends that 
all be examined either by himself or at a Tuber- 


eulosis Clinie or by the Sanatorium Medical Su- 


perintendent. It is often surprising to find how 
many will be found to be infected or actually 
sick with the disease. 

The physician should of course avail himself 
of all possible helps in securing examination 
and treatment for the other members of the 
family. He should gladly co-éperate in every 
effort to this end. 


TUBERCULOSIS IN CHILDHOOD 


Our newer knowledge with reference to child- 
hood tuberculosis has brought to the physician 
newer and greater responsibilities for the cure 
and prevention of tuberculosis. Accumulating 
evidence shows that much, if not all, tuberculosis 
begins in childhood. 

The first tuberculous lesion which can be de- 
termined clinically and by physical examination 
and z-ray is tuberculosis of the glands at the 
hilum. (This, of course, excepting the infantile 


type which is a generalized infection and acute 
and fatal.) 

Therefore, childhood is the most important age 
period in the history of tuberculous disease, be- 
cause it is the true incipient stage, and most im- 
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portant of all—it is the time—the golden oppor- 
tunity when a real cure, a speedy cure, a per- 
manent cure is possible. And the cost of the 
cure is infinitesimal in comparison with the cost 
of the protracted and expensive treatment, for 
the patient, either child or adult, with active 
pulmonary tuberculosis. 

It is very important to recognize and watch 
the children who are infected, for if the medical 
profession is to continue to make further gains 
in reducing the tuberculosis death rate it must 
be attacked here in its real incipient stage. 
These children do very well under watchful care 
but without it do very badly. If the too current 
idea that a positive tuberculin skin test means 
nothing is accepted the profession loses some 
of the greatest opportunities of combating the 
disease in its inmost stronghold, when it has the 
best chance of wiping it out. The diagnosis must 
be made as early after infection takes place 
as possible, before activity and extension begin 
not waiting until important or vital organs are 
attacked by recognizable disease. 

The latent stage in childhood—sometimes 
called the ‘‘Pretuberculous or tuberculous in- 
fection’’ is the most important phase of tuber- 
culosis today. This stage occurs mostly in older 
children over 5 years. When the physician 
comes to make a diagnosis on these children, he 
should bear chiefly in mind that he is not seek- 
ing pulmonary tuberculosis as evidenced by 
crepitation in the lungs but lymphatic tuberculo- 
sis as shown by parasternal and paravertebral 
dullness. Lung signs are very infrequent and 
the physician should make the diagnosis long 
before the lung is involved. 

It is the obligation of the physician to 
be constantly on the alert for the early indica- 
tions of tuberculosis infection and disease in 
children. By so doing he will prevent many 
adult pulmonary cases and contribute material- 
ly to continued declines in the tuberculosis death 
rate. 


CHILDHOOD TUBERCULOSIS EASILY CURABLE 


It is possible to detect the presence of tuber- 
culosis infection in childhood by physical ex- 
amination, the Von Pirquet test, and the x-ray. 
Extensive examination of children in this man- 
ner shows that many are infected. However, 
only a certain percentage of these need preven- 
tive and curative treatment. 

Children in good physical condition, present- 
ing a positive Von Pirquet skin test may not 
need any particular treatment. However, chil- 
dren who have symptoms and are definitely be- 
low par physically, with a positive skin test and 
x-ray showing enlargement of the tracheo bron- 
chial glands are in definite need of treatment. 
In fact, it is probable that prolonged and close 
observation may show beginning involvement of 
the lung tissue in some of these cases, particular- 
ly in the age groups above 12 years. 

Children in whom the disease has advanced 


from the bronchial glands into the lung, require 
prolonged and rigid treatment, and at the best 
some will succumb to the disease, presenting the 
typical picture of the adult type of pulmonary 
tuberculosis with positive sputa, ete. 

The possibility of cure in these particular 
cases is not encouraging although many can be 
saved by long continued faithful adherence to 
treatment. 

However, children presenting some symptoms 
with positive tuberculin test and x-ray evidence 
of involvement of the glands at the hilus are 
easily curable and the length of treatment re- 
quired is short. 


CHILDHOOD TUBERCULOSIS RESEARCH IN 
NEW HAMPSHIRE 


In the past five years the author of this essay 
and his co-workers have examined 9,135 ‘‘con- 
tact’’ and seriously malnourished children with | 
particular reference to the presence of tuber- 
culosis. The findings have been most interest- 
ing as showing the prevalence of tuberculosis in- 
fection and disease in children and the response 
to treatment has been satisfactory particularly 
in the incipient hilus cases. 

During this period thirty-seven children with 
active pulmonary tuberculosis—fourteen of these 
with tubercle bacilli in their sputum have been 
placed under treatment in a Sanatorium. Most 
of these children were from 12 to 16 years of 
age—one was 6. The results on the whole have 
been encouraging considering the poor prognosis 
in lung tuberculosis in children, yet dishearten- 
ing when one learns that 10 have died—3 are 
failing and the disease is spreading in the lungs. 
Of the others 13 have reached arrest of the dis- 
ease and 11 are improving. And these children 
have required treatment and supervision over 
months and years in some cases. 

The response to treatment in the distinctively 
childhood tuberculosis cases, t. e. tuberculosis 
involvement of the bronchial glands has been 
almost without exception entirely satisfatory. 
Approximately 300 of these little patients—all 
in the beginning having definite symptoms, 
slight fever, fatigue, irritability, loss of weight, 
and positive tuberculin test and x-ray findings, 
have almost without exception made immediate 
and rapid response to treatment. Most of them 
are now up to normal nutrition and free from 
symptoms, and this has been accomplished for 
the most part at home, with only the correction 
of physical defects, the regulations of the life of 
the child, particularly with reference to rest, | 
sleep, and diet and the prescribing of Cod Liver | 
Oil. Of course it is true that a certain amount 
of supervision will be needed to maintain these 
good results, yet up to the present time they 
have continued in practically all of these cases. 


THE TUBERCULIN SKIN TEST 


Of particular interest in this research work 
in the detection and treatment of these child- 
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hood tuberculosis cases is the finding with ref- 
erence to the Tuberculin test. The profession 
has been led to believe from similar research work 
of some years ago that practically all children 
by the time they reach 15 years of age are in- 
fected with tuberculosis. This conclusion was 
broadcast on the findings that practically all 
children reacted to the Tuberculin test. Recent 
surveys in New York City, Massachusetts and 
elsewhere report a far less incidence of tuber- 
culosis infection as shown by Tuberculin testing 
than the figures of the old surveys. Out of a 
series of 1090 children Tuberculin tested by 
the writer, 43 per cent. presented a positive re- 
action. These figures would seem to indicate 
a lessened prevalence of infection which is also 
indicated by the reduction of almost fifty per 
cent. in the tuberculosis death rate in the past 
decade and the marked diminution in the num- 


' ber of advanced cases in recent years. There 


is every reason to believe that with the declining 
death rate and diminution of the numbers of 
the most prolific spreaders of the infection, the 
advanced eases, there is a lessened prevalence of 
infection. The recent research work in New 
Hampshire indicates that the state is sharing to 
a very considerable degree in this seduction. 


But with this encouraging data we now know 
that adult tuberculosis is essentially the exten- 
sion of a disease of childhood and that a large 
share of these adult cases can be prevented by 
the prompt detection and treatment of the first 
activity of the disease (which occurs in child- 
hood and is localized in the fibrous substance of 
the bronchial glands.) Here are the real in- 
cipient and curable cases of tuberculosis. With 
this knowledge before us our responsibilities for 
the cure and prevention of tuberculosis while 
tremendously increased are really clarified for 
we now at last know what and where incipient 
tuberculosis is. 


REHABILITATION 


Upon the return of the patient from the San- 
atorium the physician again has serious respon- 
sibilities. If the patient’s disease is arrested, 
maintenance of the arrest and ultimate cure 
depends upon careful regulation by a physician 
of the whole method of living of the individual, 
practically for the rest of his life. 


The Sanatorium physician should co-dperate 
with the family physician to this end by refer- 
ring the patient back to him upon return home. 
The question of resuming occupation, the type 
of work, the amount of work etc., are all prob- 
lems which tax the wisdom and ingenuity of 
the most conscientious physician. Here again 
he should utilize every resource and assistance 
available. 


HUMANE CARE 


Or perhaps the patient returns home from 
the Sanatorium—disease progressive—prognosis 


unfavorable. Here indeed are serious respon- 
sibilities for the family physician; to alleviate 
symptoms, to counsel and encourage and ease 
the rigors of the long trail to the grave. The 
conscientious physician who stands by—faithful 
and loyal to the last, merits and wins the love 
and respect of his patient and his family. Often 
times the best friends of the physician are those 
whom he has won in easing the trying days 
of a hopeless case of tuberculosis. 


CITIZENSHIP 


The physician is not only a practitioner of the 
art and science of medicine. He is a citizen 
of the community in which he lives. He is most 
always an influential and respected citizen. He 
should be interested in the welfare of the com- 
munity at large. He should be active in every 
proper procedure for the control and preven- 
tion of tuberculosis. Every movement for the 
prevention of disease and the promotion of good 
health, particularly among children should re- 
ceive his interest and support. The physician 
should be a teacher of preventive medicine. In 
his teachings he should aways emphasize the im-’ 
portance of periodic health examinations even 
for individuals in apparent good health. He, 
more than anyone else knows the tragic ending 
to physical conditions which caught early and 
treated could have been prevented. 

The medical profession has always been the 
leader in all of these efforts for the prevention 
of diseases and the betterment of mankind. In 
every such movement the leadership and in- 
spiration of some physician or group of physi- 
—_ has always been the motive power be- 

ind it. 


COMPENSATIONS 


The responsibilities of the physician are 
many, yet not without compensations. To have 
saved a life, to have prevented disease; to have 
eased human suffering; to have made the com- 
munity in which one lives better because of 
one’s presence and service there; all these bring 
to the physician a lasting satisfaction. 

To have been true to the ideals of his pro- 
fession and to know that he has met, in full, 
his obligations, for active participation in the 
cure and prevention of tuberculosis brings to 
the physician a reward beyond money and be- 
yond price, 


MISCELLANY 


A MEMORIAL TO THE MEMORY OF DR. 
EDWARD SULLIVAN 


Dr. and Mrs. D. E. Sullivan have furnished the 


‘Sullivan Ward in the Margaret Pillsbury Hospital 


in memory of their son, Dr. Edward S. Sullivan, who 
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was a member of the staff of the hospitr. at the time 
of his death two years ago. 

This ward is for children under twelve years of 
age. The draperies and crockery are decorated with 
illustrations which are especially interesting to 
children. 

The location of the ward is such that the children 
will not be brought into unpleasant contact with 
other patients. Children under five are segregated 
from those above this age. There is an ample sun- 
porch partly filled with vitaglass. The arrange- 
ment and fittings meet the approved hospital re- 
quirements. 

In the hall that runs between the rooms is hung a 
very fine photograph of Dr. Sullivan. Underneath 
on a bronze plate is the simple inscription “Chil- 
dren’s ward in memory of Edward S. Sullivan, M.D.” 


NEW MEMBERS 
E. H. Egbert, Wolfeboro. 


DIED 
Avery M. Foster, Candia, May. 
Donald C. McLachlan, Portsmouth, May 11, 1929. 
Emile D. Miville, Manchester, May 15, 1929. 
Dr. Sam Starrett Dearborn of Nashua died at his 
home May 3, 1929 after a long illness. 


NEWS ITEMS 


Dr. P. A. Kimball of Pittsfield has moved recently to 
Bristol, N. H. to engage in practice. 

Bristol has lost two physicians by death within 
the past year. 

Lindsey E. Grant, formerly of Somersworth, moved 
to New York. 


NEW HAMPSHIRE ITEMS 


NEW HAMPSHIRE SURGICAL CLUB 


The 3lst semi-annual meeting of the New Hamp- 
shire Surgical Club was held at Concord, N. H., Wed- 
nesday, May 1, 1929. 

The meeting began at the Margaret Pillsbury Gen- 
eral Hospital, Concord, N. H., where the following 
program was presented: 

8:45—Operation, Stone in Ureter; operator, Dr. 
Jameson; assistant, Dr. MclIvor; anesthetist, Dr. 
Delaney. 

9:45—Operation, Inguinal Hernia; operator, Dr. 
Sanders; assistant, Dr. Butterfield; anesthetist, Dr. 
Bugbee. 
10:00—Nose and Throat Clinic (small operating 
room), operator, Dr. MacMillan; anesthetist, Dr. 
Connor. 
10:45—Operation, Double Inguinal Hernia; opera- 
tors, Dr. Graves, Dr. Blood; assistants, Dr. Brown, 
Dr. Murray; anesthetist, Dr. Dudley. 
11:15—Dry Clinic at Nurses’ Home. 
11:20—Dr. Adams: (1) Fracture tibia-fibula. 
11:30—Dr. Sanders, Dr. Tarbell: (1) Ectopic Preg- 
nancy. 

11:40—Dr. Blood: (1) Post-operative hernia. (2) 
Compound fracture tibia—fibula. (3) Fractured 
ribs, ruptured kidneys. (4) Multiple fractures of 
foot. 

12:00—Dr. Graves: (1) Compound fracture of 


12:10—Dr. McIvor: (1) Tumor of testicle. 
12:15—Dr. Metcalf: (1) Fracture—dislocation of 
humerus. (2) Paget’s disease. (3) Tubercular spine 
—graft. (4) Tubercular spine—graft. (5) Multiple 
osteomyelitis. (6) Infantile paralysis. 

12:35—Dr. Amsden: (1) Post-operative mastoid. 
12:40—Dr. MacMillan: (1) Fracture of malar. 


At 1 P. M. dinner was served at the Eagle Hotel 
after which the following program was presented:— 
Paper: Sterility, George W. Dwinell, M.D. 
X-Ray Observations, Adelbert S. Merrill, M.D. Dis- 
cussion: Eugene B. Eastman, M.D., Phillip McQues- 
tion, M.D. 

Paper: Chronic Appendicitis, W. H. Lacey, M.D. 
Discussion: H. N. Kingsford, M.D., James B. Wood- 
man, M.D. 

Paper: Uterine Hemorrhage, J. Vincent Meigs, 
M.D., Boston, Mass. Discussion: Emery M. Fitch, 
M.D., Thomas W. Luce, M.D. 


The papers proved exceedingly interesting and 
were freely discussed by the members. Two new 
members were admitted to the club: Dr. Caro R. 
Murch of Nashua and Dr. Garifalod J. Kapopoulos 
of Manchester. The operating and dry clinics proved 
of unusual interest. The afternoon literary pro- 
gram was especially attractive and met with general 
approval. The meeting as a whole was most suc- 
cessful. A vote of thanks and appreciation was ex- 
tended to Miss Mary L. Whittaker, Superintendent of 
the Margaret Pillsbury General Hospital, to the com- 
mittee of arrangements, and to those who contributed 
to the program. By vote of the society Dr. J. Vin- 
cent Meigs, out-of-state guest, was made an honorary 
member of the club. _ 
The committee of arrangements for this meeting 
were: Carleton R. Metcalf, M.D., Chairman; Robert 
O. Blood, M.D., James W. Jameson, M.D., Andrew S. 
MacMillan, M.D., Donald G. McIvor, M.D., Loren A. 
Sanders, M.D. 

The officers of this society are: 

President: Daniel C. Norton, M.D., Manchester, 
N. H. 

Vice-President: John F. Gile, M.D., Hanover, N. H. 

Secretary and Treasurer: John F. Holmes, Man- 
chester, N. H. 

JOHN F. HoLMEs, Sec. 


NEW HAMPSHIRE TUBERCULOSIS 
ASSOCIATION 


In the state of New Hampshire there are approx- 
imately 5,200 tuberculosis patients under supervision 
in 75 Clinic Centers, according to the latest report of 
Dr. Robert B. Kerr, Executive Secretary, of the New 
Hampshire Tuberculosis Association. Dr. Kerr states 
that there are nine tuberculosis nurses employed by 
the Association whose duty it is to find the people 
infected and to follow up the tubercular cases. 

During the past five years, as stated in this report, 
there has been intensive work accomplished in re- 
gard to children who were in poor physical condition 
and suffering from symptoms of malnutrition. Dur- 
ing this period there were 10,835 different children 
examined by this organization, and the majority of 
these children were brought up to normal state of 
health. Over 300 were found to be infected, and suf- 
fering from early tuberculosis, treatment was pre- 
scribed, and the result was a prompt cure in 


wrist. (2) Compound fracture of forearm. 


practically all cases. 
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The children between fifteen and twenty years are 
the greatest problems that the New Hampshire 
Association has to cope with at present, and par- 
ticularly the girls of this age. To combat this 
distressing situation, a campaign of education for 
the High School Group has been inaugurated and 
will be vigorously carried on. Particular emphasis 
is being placed upon the vital importance of good 
health habits, particularly rest and proper nutrition. 

The New Hampshire Tuberculosis Association is 
desirous of securing sufficient money to meet the 
requirements of one of New Hampshire’s philan- 
thropic citizens who has offered to build a Summer 
Health Camp or a small all-year-round Preventorium 
just as soon as the New Hampshire Tuberculosis As- 
sociation has an endowment fund sufficiently large 
to assure some part of the maintenance. In the fur- 
therance of this proposition the Directors and Doc- 


tors of the Association hope that other philanthropic | 


citizens will assist them in their worthy cause of 
crushing America’s great white plague. 


ANNUAL MEETING OF THE HILLSBORO 
MEDICAL SOCIETY 


Dr. A. W. Petit, oldest practicing physician in 
Nashua, was elected president of the Hillsboro County 
Medical Society at the 24th annual meeting held 
in that city April 30. Other officers are: Vice-presi- 
dent, Dr. W. A. Thompson, Manchester; secretary- 
treasurer, Dr. Deering G. Smith, Nashua; auditor, 
Dr. Mary A. Sweeney, Nashua; executive committee, 
Dr. H. E. Thompson, Dr. P. J. McLaughlin, Nashua; 
Dr. C. E. Dunbar, Dr. C. O. Colburn, Manchester; Dr. 
F. B. Foster, Peterborough. Judge Thomas L. Marble 
of the supreme court, addressed the members. 


LEWISOHN GIVES $30,000 TO JOHNS HOPKINS 


A fund of $30,000 to endow a fellowship at the 
William Holland Wilmer Ophthalmological Institute 
at the Johns Hopkins Hospital has been given by 
Adolph Lewisohn of New York, Dr. Frank J. Good- 
now, president of the Johns Hopkins University, 
announced recently. 


The fellowship, the first of four planned for the 
institute, will be named for the donor to memorialize 
his generosity. The gift was made on Mr. Lewisohn’s 
eightieth birthday. 

The fellowship, Dr. Goodnow said, will make it 
possible for prospective eye specialists to remain for 
a longer time under the tutelage of Dr. William Hol- 
land Wilmer, Professor of Ophthalmology at Hop- 
’ kins. The incumbent most likely will hold appoint- 
ment for a year, but may continue for a longer period 
if work and progress prove satisfactory. 

“The institute has manifold functions,” Dr. Wil- 
mer said. “In addition to the important ones of 
relieving human suffering, preventing blindness and 
instructing the undergraduate body in the relation 
of ophthalmology to general medicine, funds are 
needed to provide fellowships—four it is hoped—for 
specially gifted graduate students from this and oth- 
er countries. 

“A fund of $30,000 will yield an income large 
enough to permit one such fellow to remain in resi- 
dence sufficiently long to be thoroughly taught in 
ophthalmology and at the same time allow him every 
opportunity for original experimental investigation 
and research. In brief, the fellow will have the op- 
portunity to become a teacher of ophthalmology and 
to aid the general sum of knowledge of the subject 
by his own work. 

“Up to the present time the only students who 
were able to get the benefits of a prolonged stay 
in the institute were those who were fortunate 
enough to secure the hospital posts of interne and 
resident physician. These posts are limited in num- 
ber. Hence the need for establishment of fellow- 
ships.”—The New York Times. 


VICTOR X-RAY CORPORATION REFUSES TO 
SELL ITS PRODUCTS TO UNPROFESSIONAL 
PERSONS 


The increasing number of inquiries received by 
the Victor policy regarding the sale to the public 
of therapeutic apparatus and especially equipment 
for ultraviolet radiation, has led to a reiteration of 
a statement which appeared some time ago. 

“All therapeutic devices manufactured by the Vic- 
tor X-Ray Corporation are designed primarily for and 
to be used exclusively by physicians, surgeons, den- 
tists and recognized medical iustitutions. Because 
the purpose of such devices is solely therapeutic, 
their application must obviously be restricted to the 
judgment of recognized medical practitioners, and 
it is to this policy that the Victor organization ad- 
heres in the distribution of therapeutic devices”. 

This has meant the refusal of a potential market 
of several millions of laymen. It is believed that 
this policy is in the interest of all concerned. 


THE SAFETY OF AIR PLANE TRANSPORTATION 


We are so accustomed to noting the fatalities of 
operators and passengers of air planes that we may 
not have a due sense of proportion in the relative 
danger of this method of travel. 

The British reports show that air transport lines 
in England have had no fatalities in four years. Up 
to the end of December 1928 there were 118,816 pay- 
ing passengers traveling by the British regular air 
transport service. Previous to the last four years 
there were some fatalities but even with these, there 
was one fatal accident for every 1,762,500 miles 
flown. 

Itinerant operators report the loss of only one 
paying passenger in the past seven years. 

Even with these records and the fact that insur- 
ance companies do not discriminate against flying 
in regular air plane service, there is doubt about the 
general adoption of the air plane except for those 
of exceptional ability. 


| 
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CASE 15231 


TWO AND A HALF MONTHS’ VOMITING 
AT SIXTY-TWO 


MEDICAL DEPARTMENT 


An American watchmaker sixty-two years old 
entered December 28. The chief complaint was 
almost constant nausea with occasional vomit- 
ing for about two and a half months. 

From the age of eight he had indigestion,— 
pain in the epigastrium. beginning an hour and 
a half after meals and relieved by soda or food. 
Later on the symptoms increased, with nausea 
relieved by washing the stomach. Sixteen years 
before admission an X-ray examination showed 
nearly complete obstruction at the pylorus. Op- 
eration showed obstruction. A gastro-enteros- 
tomy completely relieved his symptoms. Seven 
months before admission he vomited bright red 
blood. He became unconscious and remained 
stuporous for twenty-four hours. For the fol- 
lowing week his stools were black. For a month 
after the hemorrhage his body felt numb and 
his mind was cloudy. For six weeks his legs 
were swollen. He improved enough to return 
to work and even gained six pounds, but con- 
tinued to have nausea at intervals. Since the 
attack he had had frequency of urination five or 
six times by day and once or twice at night. 
Two months and a half before admission the 
nausea became marked and persistent. Twice he 
vomited nothing but ‘“‘bile’’. A month later 
he noticed light stools and slight yellowness of 
the skin. For five weeks his feet and legs had 
been swollen and his feet numb, especially by 
day. For three weeks his prepuce was swollen. 
He had lost thirty-five pounds. 

His father died at seventy of ‘‘galloping con- 
sumption’’. The patient was exposed. His 
mother died of cancer of the stomach. A brother 
died of perforated gastric ulcer. 

The patient had scarlet fever, typhoid fever 
and possibly rheumatic fever in childhood. 

Clinical examination showed an emaciated 
man. Many carious teeth. Marked pyorrhea. 
Tonsils large and injected. A few enlarged left 
axillary glands and numerous cervical glands, 
4 to % inch in diameter. Heart not enlarged. 
Sounds and action normal. Pulmonie second 
sound slightly accentuated. <A soft systolic mur- 
mur at the apex. Radials and brachials only 


slightly sclerotic. Blood pressure 120/80. 
Lungs clear. Abdomen distended, tympanitic. 
Masses in both lower quadrants (see diagram), 


small rounded tumors over which the outer 
portion of the abdominal wall was freely mov- 
able. Liver enlarged; edge felt. Moderate 
edema of the legs. Rectal examination showed 
numerous irregular soft masses around the 
rectal wall which felt like folds of mucous mem- 
brane. No indurated masses could be felt, but 
the rectal wall was definitely abnormal. Pupils 
and reflexes normal. 

Amount of urine not recorded, specifie grav- 
ity 1.030, the slightest possible trace of albumin 
at the single examination, sediment not remark- 
able. Blood: 16,800 to 16,000 leokocytes, 60 per 
cent polymorphonuclears, hemoglobin 75 per 
cent, reds 4,750,000, slight anisocytosis. Smear 
otherwise normal. Hinton negative. Non- 
protein nitrogen 32 to 40. 

Before operation chart not remarkable ex- 
cept for a temperature of 99.4° the day of 
admission. 

The patient had nausea throughout the day 
on December 30. That night he began to com- 
plain of severe sharp constant epigastric and 
upper abdominal pain, more marked on the left. 
An enema was given with gas and fecal results. - 
He belched a good deal of gas. A large doughy 
irregular mass was first noticed in the left up- 
per quadrant that night. The following day the 
pain continued. Six or eight times vomiting 
was induced, always with relief. 

December 31 operation was done. That night 
the patient died. 


DISCUSSION 
BY RICHARD ©. CABOT, M.D. 
NOTES ON THE HISTORY 


The introductory paragraph makes us think 
of cancer of the stomach as a snap diagnosis. 

He certainly began young with his symptoms. 

That operation sixteen years ago could not 
have been for obstruction by cancer, because he 
could hardly have lived so long since then. There 
is only one other thing that the pylorus could 
have been obstructed by, so I shall change the 
diagnosis at that period to ulcer. 

When that gastro-enterostomy was done they 
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had a good chance to look into the stomach. 
He lived sixteen years after that, so I think 
there is no considerable question that he had a 
gastric ulcer sixteen years ago. 

His body feeling numb and his mind cloudy 
was I suppose the result of anemia caused by 
the hemorrhage. 

I do not know any way in which an uncom- 
plicated peptic ulcer without very recent hemor- 
rhage could lead to edema such as he shows. 
Suppose he has got over the anemia from that 
previous hemorrhage and still develops edema. 
There is no way that peptic ulcer could cause 
such edema as is here described unless just after 
hemorrhage. Great anemia of course, as from 
hemorrhage, could cause edema of the legs. 

Certainly there is a stomach history in the 
family, although ordinarily we do not think of 
these things as important in the family his- 
tory. 


NOTES ON THE PHYSICAL EXAMINATION 


The gland measurements are big enough to 
be suspicious I should say. One half inch in 
diameter is more than you would expect to find 
in normal glands. 

Just why the pupils and reflexes were normal 
I do not know. We shall have to come back to 
that. 

DIFFERENTIAL DIAGNOSIS 


We are dealing with an abdominal case pre- 
sumably,—-a gastro-intestinal case. There was 
no evidence by barium meal of stomach pathol- 
ogy. We are dealing with an abdominal lesion 
which has led to emaciation, to a slight second- 
ary anemia, to a very constant vomiting both 
before and after he came here. It has not so 
far as I see led to intestinal obstruction. Noth- 
ing is said of that in the history, and they got 
a fair result from an enema. Nevertheless there 
were some masses scattered around in his ab- 
domen which so far as I know still may be fecal 
masses. We have a definite statement that the 
condition of the rectal wall is not normal, that 
the liver is enlarged, and that the legs are swol- 
len. That is all we have until just before op- 
eration, when we have an attack of pain which 
makes us think of a perforative peritonitis with 
operation and death. 

What was the date of that X-ray, Miss 
Painter ? 

It was done on the 28th. 
So that this attack of what 
sounds like perforative peritonitis was two days 
later than the X-ray examination. The fact 
that nothing such as could cause that was found 
there does not prove that something was not 
there, though it makes it hard to say what it 
could be. Perhaps we can put it this way. This 
is in the stomach or out of it or in both places. 
Let us take these three possibilities. Suppose 
it is a lesion in the stomach. What could it 
be? I do not know any lesion that will ac- 


count for all the facts that have been given 
us. There are only two diseases of the stomach 
that we consider in a case like this, ulcer or can- 
cer. Take ulcer. I have no doubt he has had 
it, but the question is, is it now active? Is it 
an important factor in the cause of his death? 
Did it perhaps perforate? I do not see how 
we can be sure. It may have; but I can not see 
how an ulcer with or without perforation can 
possibly account for all the facts in the case. 
It certainly can not account for the edema. If 
these lumps are not fecal masses but something 
else, they have still to be accounted for. If they 
are really fecal there is probably nothing wrong 
with the rectal wall. Anyway ulcer can not ac- 
count for them. 

It is not at all common to see a man so 
emaciated as he was from an ulcer that has not 
given more obvious trouble than this. I think 
I shall have to take back that last statement, be- 
cause I read ‘‘two months and a half before 
admission the nausea became marked and per- 
sistent’’. If nausea is persistent enough to lead 
to a person’s not getting food it can cause emaci- 
ation in two months and a half. Whatever the 
cause of his nausea was, even if it was not a gas- 
tric lesion, it might have caused his emaciation. 
The difficult thing is to see how he could have 
had such constant nausea from an ulcer which 
when the X-ray was done did not block his 
pylorus and therefore was not causing any con- 
siderable obstruction. You do not expect much 
nausea unless there is obstruction, and we do 
not seem to have any good evidence of obstruc- 
tion here. So I see great difficulties in saying 
that is ulcer. If he has one I believe that it is 
not important in relation to his death. 

Now let us take cancer. I should have very 
little difficulty in making a diagnosis of cancer 
of the stomach, very possibly with perforation 
at the end, if it were not for this negative X-ray. 
Negative X-ray is a considerable bunker in the 
way of the diagnosis of cancer of the stomach, 
but it is not conclusive. I remember very clear- 
ly two cases where Dr. Holmes and I were in 
doubt about this and where on the whole Dr. 
Holmes felt ready to say, ‘‘No, there is no evi- 
dence of cancer here’’, and yet operation showed 
that it was there. You may get negative X-ray 
with cancer on the posterior wall often high up. 
Cancer of the pylorus I suppose it is safe to 
say would never be missed by a good X-ray man. 
Dr. Holmes is always ready to say that he may 
miss it. So we have to recognize that as a rarity. 
I do not like to make a diagnosis on such a sup- 
posedly rare thing. 

Suppose we go outside the stomach altogether. 
Take the second turning of the road that I sug- 
gested a minute ago. What could this be out- 
side the stomach? (a) It seems to be a non- 
febrile condition. There is very little said at 
any time to suggest fever. Could it be a tuber- 
culous peritonitis or any other infectious lesion 
involving the abdomen? I think not. (b) 
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Could it have been a cirrhosis of the liver? It 
is conceivable that the hemorrhage may have 
been due to that cause. He has edema of the 
legs, which often goes with cirrhosis of the liver. 
He was once said to have a suggestion of jaun- 
dice. But they certainly would not have op- 
erated on him for cirrhosis of the liver. That 
acute attack at the end is not like cirrhosis of the 
liver. (c) Could it have been some malignant 
disease of the rectum? He is said to have an 
abnormal rectal wall. Could these other tumors 
in the abdomen represent fecal masses backed 
up behind the stricture? I think they might. 
I do not see how anybody could deny that pos- 
sibility. Then the terminal lesion will be a 
perforative peritonitis by reason of this obstruc- 
tion, perhaps independent. 

Dr. Tracy B. Matuory: I think I can state 
a little more exactly the findings on rectal ex- 
amination. What the man who made the rectal 
examination felt was a diffusely thickened mu- 
cous membrane. There were no masses as such, 
but the folds of mucous membrane were much 
thicker than normal. 

Dr. Casot: Our job, therefore, is to see what 
that means. If the folds are thicker than nor- 
mal what may be the cause? One does not 
hear of diverticulitis so far down as that, as 
far as I remember. Diverticulitis of the rectum 
does not seem proper for us to consider. Could 
this be some type of enteritis, ulcerative or other, 
which of course often gives thickening of the 
rectum and of the whole sigmoid and colon 
even? We have no symptoms of that. Could 
the thickening of the rectal wall be merely 
edema? He has it elsewhere. May he not have 
it there? I never heard of it. So I do not 
know what to make of that statement about 
the thickening of the rectum. 

Why should his liver be enlarged? I do not 
know. I can not hitch that up with any diag- 
nosis I can make. We can not say cancer of the 
liver. It does not lead to any such stormy at- 
tack as he had there just before death. He cer- 
tainly would not have been operated upon if 
they had known he had it. 

I believe they operated for perforative peri- 
tonitis. Sometimes the only way to know what 
you have in the abdomen is to go in as soon as 
you can to give the man a chance, whether you 
ean make a diagnosis or not. I feel quite sure 
that they thought this was the thing to do and 
they did it. I have nothing to add as to the 
cause of that perforation. It might be the per- 
foration of a peptic ulcer which has been there 
a long time, has not given any trouble, and 
which was very possibly, very probably inde- 
pendent of some of the other long-standing fea- 
tures of his case such as edema. 

Running rapidly through the other causes of 
upper abdominal acute peritonitis, could he have 
had an acute pancreatitis? There is some sug- 
gestion in the mass on the left under the lower 
ribs. One looks there for masses in pancreatitis. 


He is at an age when pancreatitis is not un- 
usual. He.might have had gall stones. But that 
of course would not be the cause of his pro- 
longed emaciating illness. Could he have an 
acute gall bladder? I do not see how he could. 
If he has there is certainly nothing on record 
to suggest it to our minds beyond the fact that 
it is one of the causes of perforative symptoms 
in the upper abdomen. 


I feel very much at sea. I have very little 
idea what this man had. I have a feeling that 
he had malignant disease and that it was be- 
low the diaphragm, that it probably involved 
the intestine or the omentum and very possibly 
the root of the mesentery. How it got there or 
from what source it came there, if it did, I do 
not know. That malignant disease might I sup- 
pose have been connected with perforation of 
the intestine, as I have already suggested. I 
think I will go on record as believing that he 
did not have cancer of the stomach. I am not 
willing to say that he had an ulcer that per- 
forated, though that seems perfectly possible. 
With these odds and ends of inconclusive diag- 
nosis I shall have to stop. 


PRE-OPERATIVE DIAGNOSIS 


Intestinal obstruction. 
Lymphoblastoma. 


OPERATION 


Spinal anesthesia. The patient was almost 
moribund on the table and there was some ques- 
tion as to whether anything should be done. It 
seemed on the whole as if the attempt might 
be worth while because it might be possible to 
relieve the obstruction. 


A median epigastric incision was made. There 
was a moderate amount of free fluid. The 
mesentery and omentum were edematous. The 
small intestine was engorged. There were 
numerous large soft mesenteric glands. One 
of these was removed for examination. It looked 
like malignant lymphoma. There was some sort 
of vague mass behind the stomach. 

At this point the patient was so near death 
that the operation was concluded immediately 
without determining exactly what the intra-ab- 
dominal situation was. 


FurTHER Discussion 


Pig were perfectly right not to push any fur- 
ther. 

What might the numerous enlarged mesen- 
teric lymph nodes mean? They might be 
lymphoma of course, and the other nodules that 
have been felt might be the same thing there 
and in the intestine, and in connection with that 
perforation took place. They might be con- 
nected with those glands in the neck. I felt 
some suspicion about that, but dropped it earlier. 

A Stupent: Would it not be possible for 
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it to be malignancy around the pylorus that 
would not show after gastro-enterostomy ? 

Dr. Casot: I do not believe so. I am sorry 
there is no X-ray expert here. That is one 
of the places that I know nothing about. 

Was the icteric index taken? 

Miss Patnter: It was three. 

A Stupent: It might be another case of ab- 
dominal tuberculosis. 

Dr. Casor: I am betting against that. We 
had a ease of abdominal tuberculosis at the 
Brigham last week; but there was some fever 
in that ease. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinomatosis. 
Intestinal obstruction. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Probably malignant disease of the intestine 
or the omentum, possibly involving the 
root of the mesentery. 

Possibly perforation of the intestine with 
peritonitis. 

Possibly ulcer of the stomach with peritonitis. 


ANATOMIC DIAGNOSES 


1. Primary disease. 


Lymphoblastoma involving the stomach, in- 
testine, lymph nodes, liver, spleen. 


2. Secondary or terminal lesions. 


Strangulated hernia. 
General peritonitis. 


Dr. Mautory: This case was quite unusual in 
several respects. The fundamental condition is 
a relatively uncommon but by no means rare 
abdominal lesion,—that is, a lymphomatous 
process restricted almost entirely to the in- 
testinal tract but appearing in several isolated 
foci. There were numerous small tumors in the 
stomach. There was a marked infiltration of 
nearly 15 em. of the terminal ileum and a por- 
tion of the cecum, and there was also a diffuse 
infiltration of the rectal wall, the latter in my 
experience being a relatively uncommon site for 
lymphoma. I think, however, the picture for 
that rectal mucosa was sufficiently characteristic 
so that possibly it could have been diagnosed by 
a proctoscopic examination. The terminal event 
was a strangulated hernia of several loops of 
ileum through the old operative wound in the 
mesentery made at the time of his gastro- 
enterostomy seventeen years ago. Several loops 
of ileum had pushed through the opening in 
the mesentery, their circulation had been cut 
off, and they were undergoing necrosis. The 
extremely poor condition of the patient and the 
necessary briefness of the operation prevented 
them from carrying the operation far enough 
to recognize the lesion. 

Dr. Casot: Did it look as if he had ever had 
an uleer in his stomach? 


Dr. Mattory: Yes. There was a very def- 
inite healed scar at the pylorus, almost com- 
pletely occluding it. 

Dr. Casot: Did the liver show anything? 

Dr. Mauuory: The liver and spleen were both 
considerably enlarged. I think the . spleen 
should have been felt clinically. It weighed 500 
grams. The liver was noted to be somewhat en- 
larged clinically. They were both diffusely in- 
filtrated. 

A StupentT: Were the neck glands enlarged ? 

Dr. MAtuory: We did not examine the neck, 
but I have no doubt that they were. The glands 
throughout the body seemed to be involved. 

Dr. Casot: That is a point that might have 
been found in life of course. They might have 
got one of the neck glands out and known about 
the rest in that way. But he was here only 
three days. 

What was the nature of the lymphoma? 

Dr. Mattory: <A tumor composed exclusive- 
ly of round cells of the lymphoblastic series, that 
is, not a Hodgkin’s type. It is the kind that one 
most frequently finds in lymphoma of the in- 
testinal tract. 

A Srupent: Is this the type that ,is some- 
times limited to the thoracic cavity ? 

Dr. Mauuory: You could get it in the 
bronchial glands or the thymus perfectly well. 

A Stupent: Was there enough in the stom- 
ach to interfere with its function? 

Dr. Matutory: That is quite hard to say. 
The infiltration was relatively diffuse and I 
imagine it probably interfered relatively little. 
The other tumors seemed in size at least much 
more significant, particularly the one in the 
ileum, but I think it is quite definitely char- 
acteristic of lymphoma of the intestinal tract 
that it does interfere with function less than any 
other tumor. I remember one ease which I saw 
at the City Hospital some years ago where fif- 
teen feet of small intestine were diffusely in- 
filtrated to the size and thickness of an ordinary 
rubber garden hose. The man came in with an 
eighteen hour history that led to the clinical 
diagnosis of acute appendicitis, yet the process 
must have been going on for weeks and with al- 
most no disturbance of intestinal function what- 
ever. 

A Stupent: Can you think of any reason 
why that strangulation had formed and taken 
place just at the end and not sixteen years ago? 

Dr. Mauiory: No; that is usually the story 
of any hernia, that it exists years before strangu- 
lation occurs. 

A Stupent: Did the lymphoma in any way 
cause his death? 

Dr. Mauuory: I have no idea. 

Dr. Casot: I think we have to say ves, be- 
cause he has been having nausea for two and a 
half months. He got in an emaciated condition 
and therefore was not prepared to bear a 
strangulation. There is a possibility that the 
hernia might have occurred under any circum- 
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stances, but the fact that he was in such poor 
shape prevented them from doing anything sur- 
gically, which they might conceivably have done 
otherwise. 


CASE 15232 


A CASE OF BRONCHOPULMONARY SUP- 
PURATION RELIEVED BY BRONCHO- 
SCOPIC DRAINAGE 


MEDICAL DEPARTMENT 


AN unmarried Irish-American woman thirty 
years old entered February 1 complaining of 
paroxysmal and foul sputum of fifteen years’ 
duration. 

She had tonsillectomy under ether when a 
child. At ten years she had an attack of influ- 
enza with pneumonia. The following year she 
developed psoriasis and was treated with arsenic 
and various diets with little relief. At about 
this time she began having attacks of bronchitis 
and colds. She became run down and lost 
weight. At fifteen she had some teeth extracted 
for alveolar abscess. A little later she had sub- 
mucous resection done under cocain. The 
psoriasis cleared up with regulation of the 
bowels, except for the scalp, which had never 
entirely cleared. That winter she became run 
down and emaciated and had paroxysmal cough 
with large amounts of foul sputum. The school 
physician sent her home. At a hospital dis- 
pensary she was told that she had asthma, but 
was referred to the Pulmonary Clinic. A tuber- 
culosis specialist recommended treatment for 
incipient tuberculosis. She had some afternoon 
fever for a year. She remained at home for the 
rest of the winter, staying in bed on an un- 
screened porch day and night and going to the 
clinic every month or two for examination. Her 
weight increased from 98 to 128 pounds and she 
felt exceedingly well, though the cough re- 
mained the same and the amount of sputum in- 
creased. After a year she returned to school. 
She was given vaccines for four years without 
improvement, but felt well. Gradually, however, 
she lost weight and felt tired. She had an oc- 
casional cough and about one attack of ‘‘pleu- 
risy’’ a year lasting two or three days for the 
next three or four years. The following year 
she had hemoptysis of about a pint of blood with 
paroxysms of coughing on four or five succes- 
sive days. She was in a hospital for six weeks. 
The hemorrhage stopped with rest in bed. Dur- 
ing the next seven and a half years she felt well. 
At twenty-four she began work as a stenog- 
rapher, but was discharged from a number of 
places in succession because of her cough, and 
had to give up. For the past four years she had 


lived at home, and thought she was improving. 


The September before admission she coughed up 
a pint of fresh blood on two successive days. 
She reéntered the hospital, where she de- 


veloped pneumonia, the attack lasting two weeks. 
During the attack the sputum doubled in 
amount. On returning home she felt pretty well 
and gained twelve pounds. She now raised 
eight ounces of light green sputum daily with 
foul odor, forming layers on standing. Three 
times a day she practiced postural drainage, and 
was troubled very little the rest of the time. 

There is a family history of heart trouble in 
her father and two brothers. The past history 
is covered above except for a discharge from 
the ears which she thought she had had for years. 
She had slight nausea and some vomiting with 
cough after a heavy meal. 

Clinical examination showed a well nourished, 
nervous woman, coughing and raising foul- 
smelling sputum. The skin over the back and 
elbows showed psoriatic lesions. Teeth carious. 
Some pyorrhea. Throat injected. Tonsillar 
tags rather cryptic. Large tonsillar glands. The 
apex impulse of the heart was not found. There 
was no enlargement to percussion. A soft sys- 
tolic murmur at the apex. Pulses and arteries 
were normal. Blood pressure 130/80. The lungs 
showed changeable sonorous rales and prolonged 
expiration throughout. In the right axilla from 
the 4th to the 7th spaces was an area of question- 
able slight dullness with questionable broncho- 
vesicular breathing and high pitched voice 
sounds suggesting egophony. The rest of the 
examination was negative except for questionable 
slight clubbing of the fingers. 

Amount of urine not recorded, specific gravity 
1.130 to 1.035, the slightest possible trace of 
albumin at one of two examinations, 3 to 4 
leukocytes at both. Blood: 6,000 to 10,000 
leukocytes, 55 per cent polymorphonuclears, 6 
per cent eosinophiles, hemoglobin 100 per cent, 
reds 5,300,000, smear normal. Hinton negative. 
Sputum: four ounces daily, foul, mucopurulent, 
forming layers. No tubercle bacilli. Pneu- 
mococci, Gram-positive diplococci, staphylococci, 
and streptococci, no spirochetes. 

Temperature 97.2° to 99.5°. 
Respirations normal. 

X-ray examination showed the left diaphragm 
normal. The left lung field was clear. The 
right diaphragm was somewhat indistinct in out- 
line. There was diminished radiability of the 
right base. The upper right lung field was clear 
except for a small scar at the right apex repre- 
senting an old tuberculous lesion. ‘‘The ap- 
pearance at the right base is pathological. It 
may be due to bronchiectasis.”’ 

The patient was remarkably comfortable ex- 
cept for constipation and rare paroxysms of 
coughing. February 4 an area of questionable 
slight dullness with diminished breath sounds, 
whispered voice, and tactile fremitus was found 
at the right base near the midline. 

By advice of the Thoracie Clinie the patient 
was sent to the Eye and Ear Infirmary February 
6 for bronchoscopic drainage. Profuse secre- 


Pulse 60 to 112. 


tion was found, but no pathology was noted un- 
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til the bronchoscope was in the region of the 


right terminal bronchi, where the internal term- 


inal appeared much smaller than normal. There 
was no foreign body or evidence of malignancy. 
15 ¢e.e. of lipiodol was introduced for X-ray 
study. She had very little after effect from the 
bronchoscopy. At a second bonchoscopy Feb- 
ruary 13 the internal posterior terminal bronchi 
were found to be narrowed. Pus was oozing 
from both terminals. The bronchus was dilated. 

February 20 the patient was discharged. 

She returned to the Eye and Ear Infirmary 
for bronchoscopy. The terminal bronchus was 
dilated February 21 and March 7. April 25 pus 
was seen oozing from the right middle bronchus 
and was removed with suction. May 16 the right 
middle bronchus showed much less secretion. It 
was again aspirated. 


Discussion 
BY DONALD §. KING, M.D. 
DIAGNOSIS 


Of course as one reads this record he wonders 
if tuberculosis has been properly excluded. In 
this case repeated sputum examinations and an 
X-ray, which after many years is not in the 
slightest suggestive of tuberculosis, seem to rule 
out this infection as a cause of this patient’s 
symptoms. We believe then that this is a case 
of chronic non-tuberculous infection of the type 
ordinarily called bronchiectasis. There has been 
much discussion about the use of this term, since 
the suppurative disease in these cases is rarely 
limited to the bronchial tree. Chronic broncho- 
pulmonary suppuration is probably a better 
term. Most of these cases are associated with 
some bronchial dilatation. It is unfortunate 
that the X-ray plates taken after injection of 
lipiodol are missing, since this is the only satis- 
factory method which we now have to determine 
the extent of the dilatation of the bronchi. From 
experience with many other cases, however, we 
ean be practically certain that some degree of 
dilatation exists in a case of this sort. 


TREATMENT 


This group of cases forms a most discouraging 
type for treatment at the present time. Anyone 
who is associated with a pulmonary clinic has to 
meet continually the problem of what can be 
done for these distressing symptoms. There 
seems to be no cure for the disease except lobec- 
tomy, and this procedure can be relied upon only: 
in those cases where the suppuration is definitely 
limited to one lobe. A very satisfactory discus- 
sion of this operative procedure was given by 
Dr. Wyman Whittemore in the New ENGLAND 
JOURNAL OF MeEpIcINE for December 13, 1928. 
This particular case came to the attention of Dr. 
Whittemore and Dr. Lord of the Thoracic Serv- 
ice, and they advised at that time against lobec- 
tomy. They felt however that bronchoscopy 


was indicated. Dr. Whittemore’s feeling about 
bronchoscopy is expressed in the above men- 
tioned article in the following words: 


‘‘Bronchoscopy will not effect a cure, but if 
the patient is willing to be bronchoscoped at 
regular intervals, there is no question but what 
his condition will be improved, in that the septic 
symptoms will largely subside and the amount 
of sputum raised will be diminished. It seems 
to us that the greatest benefit from broncho- 
scopy is obtained from aspiration of the pus 
from the bronchial tree, by the dilatation of any 
stricture or strictures of the bronchus and by the 
removal of any granulation tissue that is tend- 
ing to obstruct the bronchus.’’ 


This patient was then bronchoscoped, and re- 
ceived so much benefit that when she was last 
seen in the Pulmonary Clinic after three months 
of treatment she said that nothing could keep 
her from having further bronchoscopic drainage, 
since it had given her more relief than anything 
else she had ever tried. It seems to us that when 
a patient is anxious to undergo a procedure as 
uncomfortable as bronchoscopy it shows that 
the treatment is giving her real relief. Of course 
it is too early to try to predict the final outcome 
in this particular case, how often she will need 
the dilatation and drainage, whether or not it 
will cease to be of benefit, and other questions 
which time alone will answer. All we can say 
at present is that after three months of this 
treatment she is greatly benefited. 


With the discouraging results from any sort 
of treatment in these cases one naturally looks 
for a way of preventing the development of this 
distressing condition. It is possible that bron- 
choscopy offers real hope in such prevention. 
The most authoritative opinion in this regard is 
that of Dr. Chevalier Jackson, well expressed in 
his article published in the New ENGLAND 
JOURNAL OF MEpIcINE, October 18, 1928, where 
he writes as follows: 

‘‘There is an abundance of clinical evidence 
at the Bronchoseopie Clinic justifying my opin- 
ion that the fundamental factor in all pulmonary 
pathology is impaired defensive power of the 
lung due to impaired drainage and aeration. 
By bronchoseopic drainage we take the load off 
the cilia, and restore spontaneous drainage. 
With the restoration of aeration and spontaneous 
drainage we re-establish the defensive powers of 
the lung. I may be a visionary, but when I see 
the results obtained by bronchoscopic aspiration 
early in suppurative disease, massive atelectasis, 
et cetera, I cannot but feel that the first resort in 
the future will not be to opiates and other anti- 
bechics, but to bronchoscopic aspirations, to re- 
store spontaneous drainage instead of hindering 
it by the continued administration of drugs that 
paralyze the cough reflex.’’ 

This one case does not prove the permanent 
value of bronchoscopic drainage in these chronic 
suppurative processes, but is given in order to 
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call attention to the possibility of relief of some DIAGNOSIS 

of the distressing conditions by this procedure 
and their possible prevention by bronchoscopy| Chronic bronchopulmonary _ suppuration 


as recommended by Dr. Chevalier Jackson. 


(““bronchochiectasis”’). 


CALL FOR THE ELEVENTH CONVENTION FOR 
THE REVISION OF THE PHARMACOPCIA OF 
THE UNITED STATES OF AMERICA—UNITED 
STATES PHARMACOPCEIAL CONVENTION (IN- 
CORPORATED 1900) 


Boston, Mass., May 25, 1929. 


In compliance with the provisions of the Constitu- 
tion and By-Laws of the United States Pharmacopeial 
Convention, the President of the Convention hereby 
invites the several bodies, entitled under the Con- 
stitution to representation therein, to appoint dele- 
gates to the Eleventh Decennial Convention to meet 
in Washington, D. C., on May 13, 1930, and the atten- 
tion of all concerned is invited to the following ex- 
tract from the Constitution and By-Laws: 


ARTICLE II, Section 1, of the Constitution provides: 
“The members of the United States Pharmaco- 
peial Convention, in addition to the Incorpora- 
tors and their associates, shall be delegates elect- 
ed by the following organizations in the manner 
they shall respectively provide: Incorporated 
Medical Colleges, and Medical Schools connected 
with Incorporated Colleges and Universities; In- 
corporated Colleges of Pharmacy, and Pharma- 
ceutical Schools connected with Incorporated 
Universities; Incorporated State Medical Associ- 
ations; Incorporated State Pharmaceutical Asso- 

‘ciations; the American Medical Association, the 
American Pharmaceutical Association, The Amer- 
ican Chemical Society, the National Association 
of Retail Druggists, and the National Association 
of Boards of Pharmacy; provided that no such 
organization shall be entitled to representation 
unless it shall have been incorporated within 
and shall have been in continuous operation in 
the United States for at least five years before 

_ the time fixed for the decennial meeting of this 
corporation.” 

SECTION 2 of the Constitution provides: 

“Delegates appointed by the Surgeon-General of 
the United States Army, the Surgeon General of 
the United States Navy, and the Surgeon-General 
of the United States Public Health Service, the 
Secretary of Agriculture, the Secretary of Com- 
merce, the Association of Official Agricultural 

Chemists, the Association of American Dairy, 
Food and Drug Officials, the National Wholesale 
Druggists’ Association, the National Dental As- 
sociation, the American Drug Manufacturers’ As- 
sociation, the United States Division of Customs, 
and the University of Havana, and by the or- 
ganizations not hereinbefore named which were 
admitted to representation in the Convention of 
1900, shall also be members of the corporation. 


Each body and each branch of the United States 
Government above mentioned shall be entitled 
to send three delegates to the meetings of this 
corporation. But no such delegates as are pro- 
vided for in this article shall be members until 
their credentials shall have been examined and 
acted upon as provided for by the By-Laws. Del- 
egates admitted as members at any decennial 
meeting shall continue to be members of the 
United States Pharmacopeial Convention until 
their successors shall been appointed and admit- 
ted as delegates to the ensuing Convention and 
no longer.” 
Rew Hunt, M.D., 
President of the United States Pharmacopaial 
Convention of 1930. 
LYMAN F. KEBLER, M.D., 
Secretary of the United States Pharmacopeial 
Convention of 1930. 


1322 Park Road, N. W., Washington, D. C. 


LEAD POISONING 


The United States Public Health Service is re 
ported to have claimed that lead poisoning is very 
wide spread and presents one of the major problems 
in industrial hygiene. In addition to the danger of 
poisoning among workers in metallurgy and in the 
manufacture of lead utensils and paints, even rural 
communities have cases of lead poisoning. In Maine 
several deaths have been caused by the use of lead 
pipes for conveying water to houses. 

Early changes due to lead poisoning are found 
especially in blood and nerve tissues and hyper- 
tension is often due to the changes in kidneys and 
blood vessels following absorption of the lead salts. 

Unless one makes a careful study of more or less 
obscure symptoms the early stages of lead poisoning 
may be unrecognized. 


THE POTENCY OF VACCINATION 


The Public Health Service cites the evidence in 
favor of vaccination as a prevention of smallpox by 
a report received from California showing that of 
the 33546 cases of smallpox in California in the 
period 1920-1928, with 406 fatal cases, information 
has been secured of the vaccination history of all 
but 482. Ninety-three plus per cent. of the 33064 
cases had never been vaccinated, 5.78 per cent. were 
vaccinated more than seven years preceding the at- 
tack and .86 per cent. within seven years of the 
attack. This shows that vaccination within seven 
years of the attack failed to protect more than one 
per cent. of those studied. 
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Che Massachusetts Medical Society 


THE ANNUAL MEETING 


THE announcements of the details of the An- 
nual Meeting of the Massachusetts Medical So- 
ciety have been published and everything is 
ready for the entertainment of the Fellows. 

If the demands upon the time of those who are 
planning to attend the exercises have been such 
as to prevent study of the published report of the 
Committee of Arrangements, we suggest careful 
examination of the data in the issue of May 30 
so that advantage may be taken of those exer- 
cises which have the most definite appeal. It 
often happens that study of the program has to 
‘be made after one has registered because of lack 
of earlier opportunity. This may prevent care- 
ful allocation of time and occasionally seems to 
lead to confusion. We are all apt to misinterpret 
printed directions if they are given cursory ex- 
amination. 

The meetings are of great interest and profit 
will accrue from attendance. There should be a 
much larger participation in these annual meet- 
ings than has been the custom in recent years. 
With the growth of the Society we should have 


at least two thousand registrations than the usual 
number of less than half this figure. It may be 
interesting and instructive to report that the 
New Hampshire Medical Society plans for fifty 
per cent. of its membership at the annual meet- 
ings and the number usually equals or approxi- 
mates this proportion. We concede that the ar- 
rangements for the New Hampshire Meetings 
are especially alluring, but the response seems 
to be due in large measure to the individual 
cordiality of the fellows and definite sense of 
responsibility for each member to add to the 
success of the meetings by presence even if not 
by more active participation. It may be that a 
smaller roster has the advantage of more general 
personal acquaintances and the opportunity to 
meet friends has a real place in a State Society 
Meeting. 

It is recognized that times and customs are 
changing and that with the growth of specialism, 
doctors are more and more engrossed in the work 
of special societies and those who are specialists, 
and their numbers are growing, are satisfied 
with the meetings of their own restricted fields 
and when not carrying the responsibility of sec- 
tion meetings either as authors or discussers may 
not feel that there is much advantage in attend- 
ing. Perhaps there is not enough appreciation 
of the opportunity to meet doctors from other 
sections and extend the influence resulting from 
contact. 

Then the county societies are more active and 
these with smaller clubs seem to compete with 
the attractions of larger societies. Probably the 
larger the society the smaller percentage of at- 
tendance. Even with this tendency we are 
confident that much benefit will accrue to all 
members if a more general feeling of responsi- 
bility induces more to be present. 

A united society with more general acquaint- 
ance will increase efficiency in efforts to promote 
the public health policies of the State. 

In addition to being a clinician every doctor 
should be a public health teacher. He will find 
inspiration in the annual meetings of the Society. 

The Committee in charge of the program hopes 
that two features will be given especial atten- 
tion because of unusual educational importance. 
Dr. George R. Minot, Professor of Medicine at 
the Harvard Medical School, will review the 
treatment of primary anemia and discuss the 
use of certain drugs in other forms of anemia. 
This is advanced information of original work 
which has not been published. 

The other unusual feature will be the micro- 
photographic moving pictures of normal and 
abnormal cell division and the effects of radium 
on the same. This has proved to be of great 


interest to scientists. Special reference to these 
features should not be construed as indicating 
that there are any uninteresting or non-instruc- 
tive subjects in the list. On the other hand we 
have not discovered any weak places in the pro- 
gram. 
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CORRECTION IN ANNUAL MEETING 
PROGRAM 


StncE the schedule of exercises of the one 
hundred forty-eighth anniversary meeting of 
the Massachusetts Medical Society was pub- 
lished on May 30 the Massachusetts General 
Hospital has made certain corrections in the 
clinie to be given June 10 from 9:00 to 12:30. 

The corrected clinic program is as follows: 


MASSACHUSETTS GENERAL HOSPITAL 
Surgical Amphitheatre 


Clinical Program for Massachusetts Medical 
Society Monday, June 10, 1929 


9-11 Operative Clinic: Dr. Lincoln Davis, 
Dr. E. P. Richardson, Dr. Beth Vincent, 
Dr. G. Adams Leland, Dr. E. L. Young. 

11-12 Dry Clinic: 

10:50 Urology: Dr. J. D. Barney and. Associ- 


ates. 

11:05 Dr. M. A. Melver: 
Digestive Secretions. 

11:20 Dr. Howard Sprague: The Use of 
Salyrgan. 

11:30 Tumor Clinic: Dr. R. B. Greenough, 
Dr. C. C. Simmons, and Associates. 

11:45 Orthopaedic Conditions: Dr. Nathaniel 
Allison and Associates. 

12:00 Dr. Wyman Richardson: Treatment of 
nervous system symptoms in _ pernicious 
anaemia. 

12:10 Peripheral circulatory conditions: Dr. 

en, Dr. L. S. MeKittrick, Dr. J. 
C. White, Dr. H. H. Faxon, Dr. R. H. 
Smithwick. 

12:25 Fractures: Dr. D. F. Jones, Dr. sino 
aniel Allison and Associates. 

12:45 Luncheon in brick corridor. 


Effect of Loss of 


ANNUAL MEETING OF THE COUNCIL 


THE annual meeting of the Council will be 
held in the State Suite, Copley-Plaza Hotel, 
Boston, Tuesday, June 11, 1929, at 12 o’clock, 
noon. 


BUSINESS: 


1—Reading record of last cilia in abstract. 

2—Names of Nominating Councilors read. They 
retire. 

3—Report of Committee on Membership and 
Finance. 

4—-Reports of Committees appointed to consider 
petitions for restoration to the privileges of 
Fellowship. 
New petitions and Committees. 

5—Reports of other standing committees. 
program for order.) 

6—Reports of Special Committees. 
a.—Committee on the Control of Cancer. 


b.—Committee on the New England Medical 
Council. 


(See 


e.—Committee on Clinics and Health Asso- 
ciations. 

d.—Committee to investigate the Workmens’ 
Compensation Act. 

e.—Committee on a Permanent Home for the 
Society. 

f—Committee on Insurance. 

g.—Committee of Seven on the Malpractice 
Situation. 


7—Election of officers and orator by ballot. 
8—Appointment of Committees, standing and 
special, for 1929-1930. 
9—Incidental Business. 
Watrter L. Burrace, Secretary. 
Brookline, June 4, 1929. 


THIS WEEK’S ISSUE 


Contarns articles by the following named 
authors : 


AuLEN, Lyman. A.B., M.Se., M.D. University 
of Vermont College of Medicine, 1896. F.A.C.S. 
Professor of Surgery, University of Vermont 
College of Medicine. Surgeon, Fanny Allen, 
Mary Fletcher and Bishop DeGoesbriand Hos- 
pitals. His subject is: ‘‘Pelvic Surgery From 
the Viewpoint of a General Surgeon.’’ Page 
1181. Address: 278 Main Street, Burlington, 
Vermont. 


Graves, Winuiam P. A.B., M.D. Harvard 
1899. F.A.C.S. Surgeon in Chief, Free Hos- 
pital for Women. Professor of Gynecology, Har- 
vard Medical School. His subject is: ‘‘Pelvie 
Surgery from a Gynecological Standpoint.’’ 
Page 1183. Address: 198 Commonwealth Ave- 
nue, Boston. 


TILESTON, Wiper. A.B., M.D. Harvard 
1899. Clinical Professor of Medicine, Yale Uni- 
versity. His subject is: ‘‘Pelviec Surgery from 
the Viewpoint of an Internist.’’ Page 1187. 
Address: 15 Edgehill Road, New Haven, Conn. 


Coss, JosEPH J. M.D. Maine Medical School, 
1881. At present, President, New Hampshire 
State Medical Society 1928-1929. His subject 
is: ‘*‘The President’s Address.’’ Page 1196. 
Address: Berlin, New Hampshire. 


BowLer, JOHN PouuArD. A.B., M.Sce., 
Harvard 1919. F.A.C.S. Dean, Dartmouth 
Medical School. Member Surgical Staff, Mary 
Hitcheoek Memorial Hospital, Hanover, New 
Hampshire. His subject is: ‘‘The Future of 
Rural Mediecine.’’ Page 1199. Address: Dart- 
mouth Medical lac Hanover, New Hamp- 
shire. 


Kerr, Rosert B. M.D. Tufts Medical Col- 
lege, 1910. Executive Secretary, New Hamp- 
shire Tuberculosis Association and Examining 
Physician to Tuberculosis Clinies in New Hamp- 
shire. Physician in Charge Pembroke Sana- 
torium for Tuberculosis. Attending Specialist 
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on Tuberculosis for United States Veterans’ Bu- 
reau for New Hampshire. Consultant on Tu- 
berculosis to Hillsborough General Hospital and 
others in the State. Chairman, Tuberculosis 
Committee, New Hampshire Medical Society. 
His subject i is: ‘‘The Responsibility of the Gen- 
eral Practitioner of Medicine for the Cure and 
Prevention of Tuberculosis.’’ Page 1201. Ad- 
dress: 456 Beech Street, Manchester, New 
Hampshire. 


THE SADDLE BAG 
THE MASSACHUSETTS MEDICAL 
SOCIETY 


Next week the Massachusetts Medical Society 
will hold ‘its one hundred and forty-eighth con- 
secutive annual meeting, for it was founded one 
hundred and forty-eight years ago, in 1781, and 
is the oldest medical society in the United States 
with a record of uninterrupted meetings from 
its founding. Thirty-one physicians founded the 
Society, we will learn if we again read its ex- 
cellent history, compiled by our present secre- 
tary, Dr. Walter L. Burrage, and it was 
incorporated on November 1, 1781, with Edward 
Augustus Holyoke of Salem as its first president. 

Dr. Holyoke was born in Marblehead in 1728; 
he was fifty-three years of age at the time of the 
founding of the Society and his presidency, and 
he lived over forty-seven years after that time, 
dying in 1829 at the age of one hundred years 
and eight months, lacking a day. He is said to 
have acquired the custom of sitting up late at 
night because his patients were in the habit of 
summoning him after he had gone to bed—a cus- 
tom still not uncommon among the physicians of 
the community—and even during his busy days 
he was accustomed to reading between his visits; 
an excellent example of industry which is less 
commonly encountered. 

It may be of interest to recall the Act of In- 
corporation, if only to present evidence that at 
one time the General Court of Massachusetts 
took seriously to heart the public health. 


COMMONWEALTH OF MASSACHUSETTS 


In the Year of our Lord, 1781 
An Act 


To incorporate certain PHYSICIANS, by the 
name of 


The Massachusetts Medical Society 


As Health is essentially necessary to the Hap- 
piness of Society ; and as its Preservation or Re- 
covery is closely connected with the Knowledge 
of the Animal Economy, and of the Properties 
and Effects of Medicines; and as the Benefit of 
Medical Institutions, formed on liberal Prin- 
ciples, and encouraged by the Patronage of the 
Law, is universally acknowledged. 

Be it therefore enacted by the Senate and 
House of Representatives in General Court as- 


sembled, and by the Authority of the Same, that 
Nathaniel Walker Appleton (etc., etc.) be, and 
they hereby are formed into, constituted and 
made a Body Politic and Corporate, by the 
name of The Massachusetts Medical Society; etc. 


_ This bill, after three readings, passed the 
House of Representatives on October 30, 178), 
and the Senate, after two readings, on November 
1. Legislators of a different kidney we have 
today; men of stronger stuff and stronger fibre 
who for twelve long years can annually refuse 
to strengthen the barriers against smallpox! 

The Society was reorganized in 1803 with the 
number of fellows unlimited and various changes 
and improvements in the by-laws. 

The centennial anniversary of the Society was 
observed on June 7 and 8, 1881, and it was on 
this occasion that Dr. Holmes read his famous 
poem which did not add harmony to our relations 
with the legal profession. Beginning: 

‘‘Three paths there be where learning’s favored 


sons, 
Trained in the schools which hold her favored 


ones, 

Follow their several stars with separate aim; 
Each has its honors, each its special claim. 
First. as of oldest lineage, comes the Priest ; 
The Lawyer next, in wordy conflict strong, 

Full armed to battle for the right,—or wrong; 
Last, he whose calling finds its voice in deeds, 
Frail Nature’s helper in her sharpest needs.’ 
it eventually goes on to the significant lines: 
‘‘Strong is the moral blister that will draw 
Laid on the conscience of the man of law 

Whom blindfold Justice lends her eyes to see 
Truth in the scale that holds his promised fee.’’ 


It is reported as fortunate that Judge Hoar 
had preceded Dr. Holmes; otherwise the Auto- 
crat might have had the worst of the argument. 

The Society grew and prospered and was an 
active force in keeping up to as high a plane as 
possible the standards of the profession. Other 
Societies have come (and some have gone), for 
man is gregarious and the physician is partic- 
ularly so, and during the open season for meet- 
ings it is difficult for the confirmed joiner to find 
time to attend to his regular duties—much less 
eat and sleep and pay occasional visits to his 
family. 

The meetings of the State Society are rather 
different, however, from those of the strictly 
scientific societies of lesser breeds within the 
law. Here there is a uniformity of purpose; a 
congeniality of taste which constitutes a real 
fellowship. Not only are we working to the 
same general purpose but we are working in the 
same manner, shoulder to shoulder in the same 
or similar communities. 

The lives of many of us, moreover, are neces- 
sarily self-centered, for much of our work must 
be done alone. We are striving for the Truth 


but sometimes we do not know what the Truth 
is or where it lies, or our vision is clouded by 


a 
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lack of outside contacts. We must mingle with 
our fellows; we must know what their problems 
are and how they are meeting them, and how 
they are meeting the same problems which we 
are encountering. Only rubbing will bring out 
the glint of the true metal which we all contain 
and next week will find us back in the mint 
being polished up for another year in circula- 
tion. 


MISCELLANY 
TUBPRCULOSIS ABSTRACTS 
* Stephen A. Douglass, who has back of him a long 
record of service as a clinician specializing in tuber- 


culosis and who is now superintendent of Sunnyside 
Sanatorium at Indianapolis, contributes this number. 


Billboard poster listing danger signs, 
Ca 


mpaign, 


As a sanatorium physician, he has observed that, 
while diagnoses of tuberculosis are being made by 
general practitioners more promptly than in the 
beginning of his career, too few cases are discovered 
while yet in the “minimal” stage. The majority of 
patients admitted to sanatoria or sent to distant 
health resorts are in the “advanced” stage. Failure 
to discover the disease early is in his opinion, the 
chief factor in compelling an unfavorable prognosis. 


SYMPTOMATOLOGY OF TUBERCULOSIS 


Morton, two hundred years ago, speaking of tuber- 
culosis, said: “there is no other malady which as- 
sumes so many protean forms and which is attended 
by such diversified symptoms and complications.” 
The incipiency of the disease is often manifested only 
by a train of vague symptoms, sometimes extend- 
ing over a long period of time. A painstaking consid- 
eration of these early symptoms, with a view of 
accounting for their origin, together with the evid- 
ence elicited by physical examination, often establish 
an early diagnosis. 

Sanatorium experience shows that careful study 
of the patient has frequently been omitted, that the 


examinations had not been complete, and that im- 
portant aspects of the history were overlooked even 
when the symptoms are those commonly observed in 
pulmonary tuberculosis. Sanatorium physicians fre- 
quent)y see patients in whose lungs little or nothing 
is found on physical examination but who constitu- 
tionally show clear and definite evidence of tubercu- 
lous disease as proved by the subsequent course of 
events. Dependence upon the physical findings and 
the sputum report alone will usually defeat a timely 
diagnosis. 


SYMPTOMS LOCAL AND GENERAL 


‘Many diseases have a typical onset. The diagnosis 
of lobar pneumonia, for example, can frequently be 
made with a fair degree of certainty from a few 
key symptoms. But in the case of pulmonary tu- 


berculosis, this is impossible; there is probably no 


used during Early Diagnosis 

April, 1929. 

other disease which may begin in such widely di- 
vergent ways or which presents such a variable 
symptom-complex. The reason for this is that the 
symptoms of pulmonary tuberculosis are both local, 
having their origin in the respiratory organs, and 
general, due to the effects of the disease on the 
system as a whole. The onset may be characterized 
by the exaggeration of any one of the many possible 
symptoms. Because there is no typical mode of onset, 
we.must be on the lookout for pulmonary tubercu- 
losis in patients who consult us for symptoms which 
frequently seem to have no apparent connection with 
the lungs. 

For many years, it has been taught that the 
pathognomonic group of symptoms that spell pul- 
monary tuberculosis were cough, expectoration 
with bacilli, hemoptysis, fever, chills, night sweats, 
fatigue, and loss of weight. But by the time such 
classical symptoms present themselves, the local 
lesion is often moderately advanced, or advanced. 
Early and favorable cases present few of these symp- 
toms. By this time, of course, a definite and con- 
clusive diagnosis can be made; it demands little diag- 
nostic skill and it comes too late for the patient 


to receive the maximum benefits that he should 
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derive from modern means of treatment. A clin- 
ical recovery at this time may sometimes be at- 
tained, but the “cure” is likely to fall short of com- 
plete restoration of function and full working ca- 
pacity. The symptom group or complex which we 
were taught as indicating early tuberculosis in now 
interpreted as meaning in a large measure advanced 
tuberculosis. 


ONSET USUALLY GRADUAL 


In the majority of cases, pulmonary tuberculosis 
develops slowly and the onset is gradual, so that 
it is impossible to determine the exact date at 
which the patient first noticed that he was ill. 
Even in those patients in whom some one symptom 
has developed suddenly, careful questioning will 
frequently reveal a preceding period of indefinite 
malaise or slight cough which has passed unnoticed. 
While this slow and gradual onset is characteristic 
for the majority of cases, it occasionally happens 
that the onset is sudden and acute, the symptoms 
appearing without warning in a previously apparent- 
ly healthy individual. 

Pottenger states that, if a careful history of all 
patients who are suffering from the early symp- 
toms of tuberculosis were taken and carefully ap- 
praised, the disease would be suspected in almost 
all, for in nearly every instance there is a history 
of one or more of the following symptoms: malaise, 


loss of strength and endurance, altered appetite, | 


decline in weight, increasing nervousness, vague 
pains throughout the chest, acute pleural pains, 
slight tendency to cough or to become short of 
breath on exertion, repeated “colds” or the spitting 
of blood. These symptoms should invariably di- 
rect attention to the chest. If, in addition, there 
are a slight rise in temperature and a pulse easily 
affected by exertion, tuberculosis should be ruled out 
before any other diagnosis is made. He con- 
cludes that the “most important point in the diag- 
nosis of tuberculosis is to know when to suspect it.” 


DIAGNOSIS OFTEN DELAYED 


It has been shown that patients present them- 
selves to their physician with definite complaints 
two to twelve months before they are diagnosed as 
having pulmonary tuberculosis. The complaints 
are apparently not significant enough to warrant 
a diagnosis of any disease and the patient is many 
times treated symptomatically for conditions such 
as bronchitis, influenza, colds, pleurisy, unresolved 
pneumonia, nervous breakdown, nervousness, thy- 
roid disease, “spots” on lung, throat trouble, 
asthma, anemia, catarrh, laryngitis, intercostal neu- 
ralgia, ulcer of stomach, gastritis, weak lungs, 
“cigarette” cough, stomach cough, neurasthenia, 
sinusitis, “female” trouble and “heart trouble.” 


To stamp a person as actively tuberculous is a 


grave matter; to advise such a person to give up 
his work, to leave his home and family, if home 
conditions are unsuitable or unsatisfactory for treat- 
ment, and go to a sanatorium or distant health 


resort is a serious matter. On the other hand, 
failure to recognize and treat tuberculosis in the 
early or incipient stage usually spells tragedy. 


8. A. D. 


INFORMING THE PUBLIC 
The skill of the physician in diagnosing tuber- 


culosis early is of little avail unless the patients 
present themselves early. A special study of 1,499 


Scene from motion picture, ‘‘Consequences,”’ for lay audiences. 


sanatorium patients made by the National Tuber- 
culosis Association showed that about 57 per cent 
did not consult a physician until at least one month 
had elapsed from the time the first symptom ap- 
peared. This corroborates the general observation 
that patients delay too long before seeking medical 
advice. To help correct this failing, tuberculosis 
associations endeavor to acquaint the general public 
with the early danger signs of the disease. This 
is done by means of pamphlets, newspaper articles, 
posters, lectures, and motion pictures. Results of 
such educational campaigns show that many people 
are stimulated by them to “let the doctor decide” 
whether or not the symptoms they have experienced 
indicate tuberculosis. 


MASSACHUSETTS GENERAL HOSPITAL TO CUT 
COST OF MEDICAL CARE 


A new plan for reducing the cost of medical care 
to persons of moderate means will be undertaken 
by the Massachusetts General Hospital of Boston 
with the aid of tke Julius Rosenwald Fund. The 
medical staff of this Hospital, in cv-éperation with 
its trustees, have agreed upon a plan whereby hos- 
pital charges and medical fees will be set at rates 
well below those now paid by patients in the private 
rooms and yet sufficient to cover the cost of the hos- 
pital care and give fair compensation to the physi- 
cians and surgeons. A significant feature is that the 
distinguished medical staff of this hospital, one of 
the best known in the country, have themselves 
initiated a schedule of fees at moderate rates and 
have asked that these fees be collected by the hospital 
acting as agent for the doctors. The new service will 
about cut in half the usual total bill for hospital sick- 
ness of a middle class patient. : 


This service will be rendered in the Baker Memo- 
rial Building, a special section of the hospital, now 
under construction, which will have 300 beds. There 
will be private rooms and also provision for two or 
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four patients in larger rooms. The rates including 
all nursing service will be from $4 to $6.50 per day. 

The Julius Rosenwald Fund has appropriated 
$150,000 to pay a substantial part of the deficit which 
is expected to be incurred during the first years, 
until the beds are fully occupied. After that, the 
Baker Memorial Building is expected to be self-sup- 
porting. 

In commenting on this action by the Julius Rosen- 
wald Fund, Doctor Michael M. Davis, its Director for 
Medical Services, said: “Many hospitals in this 
country have begun to provide moderate priced or 
so-called semi-private accommodations. The sick man, 
however, is not interested merely in the hospital’s 
charges, but in his total bill, which is made up 
of what he must pay the hospital together with the 
fee of his physician. A few hospitals have taken 
steps towards regulation of professional fees, but the 
Massachusetts General plan seems the most clear-cut 
and extensive which has yet appeared for grappling 
directly with the middle-class man’s bill. It also evi- 
dences complete co-éperation between the doctors and 
the hospital management to this end. The physicians’ 
professional relation to these patients will not be 
interfered with by the plan. At present a two-weeks’ 
stay of a patient in the private pavilion of the Massa- 
chusetts General Hospital with a surgeon’s fee would 
usually cost $250 or more in this hospital, as in many 
others. If a patient stayed the same period in a ward 
bed and paid the full ward rate, it would cost him 
only about $60 and the doctor’s work would be done 
as charity. The large majority of Americans do not 
want charity, yet they are unable to pay the usual 
high charges for private rooms and private physi- 
cians. The Massachusetts General Hospital plan fills 
the gap.” 


HOW FAR ARE FARM FAMILIES FROM 
MEDICAL HELP? 


Seven miles from the nearest doctor and 18 miles 
from the nearest hospital was the average distance 
for the 860 farm women who answered a question- 
naire sent cut last December by The Farmer’s Wife. 
These women came from every State in the Union. 
The actual distances for the families represented 
varied from a few village blocks to 75 miles, not in- 
frequently over bad roads and narrow mountain 
trails. These conditions sometimes resulted in ina- 
bility to get timely aid and in such heavy costs as 
to cripple families financially, while others unable 
to pay the necessarily large fees and unwilling to 
accept charity went without needed medical care. 
Nurses were available within 12 hours for four out 
of five families, but nearly all were “practical” ra- 

ther than “trained” nurses.—Children Bureau. 


AN APPEAL FOR FUNDS 
Jupee Baker FouNDATION. Boston’s INSTITUTE FOR 

THE GUIDANCE OF CHILDHOOD AND YouTtTH. 40 CouRT 

St., Boston. 

The Judge Baker Foundation is an Educational 
Corporation in Boston. Its purpose is to promote 
the better understanding of children. It is a Chiid 
Guidance Clinic rendering special service in helping 
the adolescent. 

Juvenile Courts, child helping agencies, schools 
and private families, bear daily witness to the fact 
that thorough understanding of the individual essen- 


tial to proper guidance toward right conduct is ob- 
tained through the Foundation. 

The Service that the Foundation can render de- 
pends on the support of those who want to do some- 
thing to check crime, to straighten out twisted 
careers and to make latent abilities happily expres- 
sive. 

The Foundation has an income of less than $5,000; 
beyond that for its necessary yearly budget of 
$35,000, it is wholly dependent upon gifts. 

If children and their problems interest you, and 
you are willing to help in maintaining the existence 
of the Judge Baker Foundation, advice to that effect 
in the space below, would be tremendously encourag- 
ing. 

FREDERICK P. Capot, President. 


“There is just one discoverable limit to this work 
and that is, the extent to which the Public thus 
served, sees the worth of it, and seeing it, comes i¢ 
its support.” 

I am interested in having the work of the — 
Baker Foundation maintained. 

I hereby enclose $ 

I subscribe $ 

Name 

Address 

Make checks payable to the Judge Baker Foundation 
and mail to Robert M. Tappan, Treasurer, National 

Shawmut Bank, Boston, Mass. 


, payable 


UNIFORM REGULATIONS TO AVOID DISEASE 
AT TOURIST CAMPS URGED 


Uniformity in State regulations for the sanitation 
of tourists’ camps, to safeguard motorists as well as 
communities against communicable diseases carried 
from State to State, is urged by the Public Health 
Service, with the approach of the 1929 tourist season. 

In this connection the Public Health Service made 
public a report from the California State Department 
of Public Health dealing with sanitation of tourist 
camps and resorts. The study showed that only 12 
States do not have regulations of this character.— 
U. 8. Daily. 


WEEKLY HEALTH INDEX 
SUMMARY 


Telegraphic returns from 65 cities with a total pop- 
ulation of thirty million for the week ending May 11, 
indicate a mortality rate of 12.9 as against 15.2 for 
the corresponding week of last year. The highest 
rate (23.0) apears for San Antonio, Texas, and the 
lowest (8.7) for Somerville, Mass. The highest in- 
fant mortality rate (141) appears for Paterson, N. J., 
and the lowest for Trenton, N. J., and Utica, N. Y., 
which reported no infant mortality. 

The annual rate for 65 cities is 16.9 for the nineteen 
weeks of 1929, as against a rate of 14.4 for the cor- 
responding weeks of 1928. 


INFECTIOUS DISEASES ARE MORE PREVALENT 
THAN IN PAST YEAR 


Scarlet fever, typhoid fever, diphtheria and spinal 
meningitis were more prevalent in the United States 
in the week ended May 4 than for the same week 
of last year, according to the weekly review of the 
incidence of communicable diseases made «public 
May 24 by the Public Health Service——U. 8S. Daily. 
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CORRESPONDENCE 


A CIRCULAR LETTER TO PHYSICIANS WITH 
COPY OF CARD AND LEAFLET 


The Commonwealth of Massachusetts, Department 
of Public Health, State House, Boston 


May, 1929 
My dear Doctor: _ 

In view of the recent cases of smallpox within the 
State we have had requests for the cards put out 
some years ago by this Department in regard to ob- 
taining protection against smallpox, typhoid fever 
and diphtheria from your family physician, a copy 
of which is enclosed. Please let us know how many 
of these cards you could use and we should be glad 
to send them to you. 

We are also enclosing a circular on pasteurized 
milk which we would be glad to furnish you in any 
quantity desired. 

Yours truly, 


Grorce H. BIGELow, M.D., 
Commissioner of Public Health. 


Note: The card was reprinted on page 1005 issue 
of May 9, 1929, and the material containing the cir- 
cular on Pasteurized milk appeared in the JouRNAL 
on page 204, issue of January 24, 1929. 


ESTABLISHMENT OF A DIVISION OF ADULT 
HYGIENE 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 


May 24, 1929. 
Editor, THe New ENGLAND JOURNAL OF MEDICINE: 


I should like to announce the establishment of the 
Division of Adult Hygiene within the Department 
and the changing of the name of the former Division 
of Hygiene to that of Division of Child Hygiene. So 
far as I know, this is the first Division of Adult Hy- 
giene in a health department in this country. Its 
immediate principal interest will be cancer, against 
which the Legislature has directed us to become 
active, but as we all know the problem of chronic 
disease is becoming increasingly important with the 
increasing average age of the population. Governor 
Allen recommended in his message that the State 
provide for other chronic diseases. In our sickness 
surveys in various cities and towns and through a 
special study this summer we are attempting to find 
out something about the prevalence, economic dis- 
tribution, resources and adequacy of the same, for 
chronic disease. As I see it, it is inevitable that 
health departments whether they like it or not 
should become more active in this field as times goes 
on. We hope through finding facts, to guide the 
development of this activity rather than to be car- 
ried along by it. 

We are fortunate to have Dr. Herbert L. Lombard 
as the first Director of Adult Hygiene. He has had 
experience in private practice and in health ad- 
ministration and for the last four years has had 
charg¢ of developing the cancer work for us. 

Yours truly, 
Greorce H. BIGELow, M. D., 
Commissioner of Public Health. 


A REFERENCE FOR HOSPITAL MANAGEMENT 


May 20th, 1929. 
Editor of the New ENGLAND JOURNAL OF MEDICINE: .. 
At the last meeting of the Section of Obstetrics and 
Gynecology of the Massachusetts Medical Society, 
was voted that the correspondence—“A Question of 
Hospital Care of an Urgent Case,” which appeared 
in the NEw ENGLAND JOURNAL OF MEDICINE, Volume 
200, Number 18, Pages 951-952, May 2nd, 1929, should 
be handled by the respective hospital managements 
and that it is not a question to be handled by the 
Section. 


Very cordially yours, 
L. E. PHANEUF, 
Secretary Sec. Obs. and Gynec. 
Mass. Medical Society. 


RECENT DEATH 


JANES—Dr. GeorcGeE HERBERT JANES, for 35 years 
a practitioner of Westfield, formerly a member of 
the Board of Registration in Medicine, died at his 
home in that town after a brief illness, May 27, 1929, 
aged 66. 

Dr. Janes was a graduate of Albany Medical Col- 
lege in 1893, joined the Massachusetts Medical Soci- 
ety in 1898 and was a Fellow of the American Medi- 
cal Association, the American College of Surgeons 
and served as medical examiner of his district and 
assistant chief of staff of the Noble Hospital of West- 
field. 

He married Minnie C. Caldwell, who with a son 
and daughter survive him. 


NEWS ITEMS 


DR. F. B. LUND ELECTED TO THE PRESIDEN- 
CY OF THE AMERICAN SURGICAL SOCIETY—At 
the annual meeting of the American Surgical Society 
held recently in Cleveland, Ohio, Dr. Fred Bates Lund 
was elected President to serve for the ensuing year. 

New England surgeons are especially pleased with 
this recognition of one of our leading practitioners. 


DR. C. S. RAYMOND APPOINTED ASSISTANT 
TO DR. KLINE IN DEPARTMENT OF MENTAL 
DISEASES—Dr. C. Stanley Raymond has been ap- 
pointed as one of the assistants to Dr. George M. 
Kline, state commissioner of mental diseases, it was 
announced by Dr. Kline May 31, 1929, in the daily 
press. 

Dr. Raymond will succeed Dr. Lewis B. Hill, who 
recently resigned to accept a position at the she 
pard and Enoch Pratt Hospital, Towson, Md. - 

Dr. Raymond, who is 45, was born in Provident, 
R. I. He graduated from Tufts College Medical 
School in 1906, was assistant physician at the North- 
ampton State Hospital for six years and a senior 
physician at the State Infirmary at Tewksbury for 
two years. In December, 1915, he was appointed 
assistant superintendent of the Walter E. Fernald 
State School at Waverley, which position he has held 
until the present time. 

He was married at Watertown, Ct., in 1912 to Dr. 
Mabel Cruttenden of that town. There are three 
sons, aged 11, 8 and 6. 

Dr. Raymond is a member of the Massachusetts 
Medical Society, the American Medical Association, 
the American Association for the Study of the Feeble- 


' of the Social Service Council of Ontario. 
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After the presentation of the paper Mr. Ballard of 
Minded, the New England Society of Psychiatry, the 
Belmont Medical Club and the Waltham Medical Club. 
He has done publicity work in the behalf of the feeble- 
minded in two provinces of Canada at the invitation 
of the Mental Hygiene Society of Nova Scotia and 
He has 
published a number of articles dealing with the prob- 
lem of mental defect.—Boston Traveler. 


NOTICES 


REMOVALS 

Dr. G. H. Thompson formerly of North Adams, 
Massachusetts, has removed his office to the Onota 
Building, Pittsfield, Massachusetts. 

William Glaser, M.D., announces the removal of 
his residence to 1706 Commonwealth Avenue, Brigh- 
ton, Massachusetts. 

Dr. Frederick S. Burns announces the removal 
of his office to 83 Marlborough Street, Boston. 

Dr. Loretta Joy Cummins announces the removal 
of her office to 412 Beacon Street, Boston. 


REPORTS AND NOTICES OF 
MEETINGS 


HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held its final meet- 
ing of the school year at the Peter Bent Brigham 
Hospital on the evéning of May 14, 1929 at 8:15 
o’clock. After the presentation of cases Dr. Harvey 
Cushing introduced Dr. Irwin S. Cutter, Dean of the 
Northwestern University Medical School, who spoke 
on “The Etiology of Puerperal Fever—Its Historical 
Development.” 


The first case was a surgical one presented by Dr. 
Cochrane. The patient was a 57 year old baker who 
came into the hospital complaining of loss of appetite 
and epigastric pain with distress for a year. About 
fifteen years before he had what seems to have been 
rupture of a peptic ulcer with acute retention of 
urine. He was treated at the B. C. H. where three 
incisions were made, a McBurney, a midline, and a 
suprapubic stab-wound for drainage. He made a 
slow recovery and six months later noticed that he 
was developing a ventral hernia. His present com- 
plaint began a year ago with weakness, nausea, and 
eructations. X-rays at that time were negative for 
a stomach tumor. He became progressively worse, 
lost about thirty pounds, and vomited after each 
meal. Examination on entry showed a thin, ema- 
ciated man with a dorsal scoliosis, emphysema with 
chronic bronchitis, and a large ventral hernia. 
There was a diastasis of the recti about 30 centime- 
ters, through which most of the abdominal viscera 
could be palpated. In the epigastrium was a hard 
nodular mass near the pylorus, apparently adherent 
to the liver. Other firm, discrete masses could be 
felt off to the side. His stools and vomitus were 
positive for blood, though he had no anemia. The 
patient’s condition has been fairly good though he 
still vomited after each meal. 


The second case was presented by Dr. Engelbach 
of the Medical Service. The patient was a 14 year 


old boy who came into the hospital after fever for 
a week. Four weeks before admission he had a peri- 
tonsillar abscess which drained spontaneously. He 
was in bed for two weeks, and after a week at 
school he began to have generalized headache, with 
malaise, anorexia, and polydipsia. His temperature 
was steadily 104°-105°. Admission examination was 
negative except for a warm moist skin and slight 
emaciation. Blood culture two days later showed 
many colonies of hemolytic streptococci. He was 
given 0.1 gram doses b. i. d. intravenously and 0.1 
gram doses every three hours orally of eucupin dihy- 
drochloride and also iso-hydrochloride. The oral ad- 
ministration was continued for 14 days, but the in- 
travenous only 5 days because the used veins became 
thrombosed. His leucocyte count was low, ranging 
from 6000-12000, and he showed an anemia of 4 mil- 
lion. On the fourth day in the hospital he developed 
a stiff neck and positive Kernig. This cleared up 
without treatment. On the sixth day the right ankle 
became swollen and tender, but this subsided treated 
by hot packs. His temperature weni to normal in 
fifteen days and stayed normal. 


Dr. Cutter told of how puerperal fever has been 
known for a long time. In the last third of the 
eighteenth century there were several epidemics of 
this fever and such remedies as vinegar and gunpow- 
der were recommended. Dr. Charles White of Man- 
chester, England was the first to lay down efficacious 
rules for the management of the parturient women. 
Not only was Dr. White an outstanding surgeon, but 
he was also a literary man and a benefactor founding 
St. Mary’s Hospital in Manchester. The speaker said 
that puerperal fever was due to retention of lochia 
and the absorption of toxins from it. He suggested 
that drainage be facilitated and advised a bed and 
chair devised by Dr. Vaughn of Leicester which did 
this. The position now known as Fowler’s position 
was first used by him. In 1773 he published his book 
“A Treatise on the Management of Pregnant and 
Lying-In Women,” and was the first to describe milk- 
leg and to emphasize the sanitation of the sickroom. 

The next important figure was Thomas Kirkland, 
who as a pupil of White’s, published a paper entitled 
“A Treatise on Childbed Fevers and on Methods of 
Preventing Them.” Alexander Gordon in his “Treat- 
ise on Epidemic Puerperal Fever of Aberdeen” 
showed that puerperal fever might be conveyed by 
the physician or some other person. Thomas Den- 
man, the greatest teacher of midwifery in London 
at the end of the 18th century, also stressed clean- 
liness in handling the parturient and postpartum 
patient. 

Meanwhile Labaraque in France had elaborated 
his solution and it became much used in France and 
later in England. Robert Collins in Dublin in a 
series of over ten thousand cases achieved the rec- 
ord of only 0.53% from all causes due to the assidu- 
ous use of chlorine compounds and _ scrupulous 
cleanliness. O..W. Holmes wrote his essay on puer- 
peral fever in 1843, simulating closely that of Gor- 
don. His contentions were so thoroughly opposed by 
the leading obstetricians in America that they gained 
little headway. Semmelweis, after successive exper- 
iences ascribed the cause of the puerperal fever to 
cadaveric material, putrefactive material of animal 
origin, toxic emanations from infected material, and 
it was not until 1856 that he emphasized clean linen, 
clean beds, and general hygiene. 
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the Boston Medical Library told about and showed 
many original books and essays which dealt with 
puerperal fever. 


THE EDWARD K. DUNHAM LECTURES 


The Edward K. Dunham Lectures for 1928 were 
delivered by Louis Lapicque, M.D., D.Sc., LL.D., Pro- 
fessor of General Physiology at the Sorbonne. These 
lectures were given in Amphitheatre C of the Har- 
vard Medical School at 5:00 o’clock on Monday, 
Wednesday, and Friday, May 20, 22, and 24 respec- 
tively. Dr. Walter B. Cannon presided and intro- 
duced Dr. Lapicque. 

The subject of the first lecture was “Chronaxie, 
its significance and measurement; the chronaxic re- 
lationship between muscle and its motor nerve. The 
important points emphasized were that “the prob- 
lem of chronaxie is relatively a new one and that 
time in relation to muscle contraction was first men- 
tioned by three pioneers, Fick, Briicke, and Engel- 
mann between 1860-70. They, however, failed to draw 
any conclusions from their observations. Sherring- 
ton in his book “The Integrative Action of the Nerv- 
ous System” did not sufficiently emphasize the time 
factor. Today we have just begun to realize its im- 
portance. 

Excitation waves will pass to the muscle evenly 
only if the neuron is iso-chron, that is, they have the 
same time factor in relaying impulses. If the neu- 
ron and muscle are hetero-chron, a partial or perhaps 
no contraction in the muscle will follow. Bremer 
and Rylant, two Belgian physiologists, after the use 
of strychnine found the chronaxies of different nerves 
to be approximately equal. Thus, the nervous sys- 
tem was compared to an electrical combination where 
switches being put on and off (chronaxies changed) 
sent the impulses here and there, dependent upon 
the chronaxies of the neurons. 

It was found that neurons may modify the chron- 
axies of other neurons. Each neuron or muscle has 
its own chronaxie, which is called the “constitional” 
type; “subordinate” chronaxie is the constitutional 
chronaxie changed by the action of other body cen- 
tres. Heat, cold, and electrical stimulation applied 
to the cortex of the brain modify the chronaxie of 
the cortical centres. However, Dr. Lapicque con- 
cluded, chronaxie cannot explain everything. 


The chronological theory of the nervous system 
is based on the relation between the time of passage 
and the intensity of the stimulating current. For 
long durations of applications of stimuli, the thresh- 
old is the same. Up to a certain point, varying in 
different preparations, this is true; but beyond this 
point a higher intensity must be used to attain the 
threshold. For purposes of definition, the time of 
the rheobase from the application of the current to 
the time of beginning contraction of the muscle is 
called the “temps utile.” The “rheobase,” which is 
the smallest current which will produce an effect 
if left on for an indefinite time, must be first meas- 
ured to get the chronaxie. Chronaxie, which word 


is derived from the Greek meaning “value of time,” 
is defined as the maximum time to produce an effect 
with a current of exactly twice the rheobase strength. 
Chronaxie is calculated by condenser discharge as 
the resistance of the circuit times the capacity of the 
condenser times a constant found to be 0.37. This 
gives the chronaxie in seconds. 


Dr. Lapicque has 


succeeded in devising and perfecting a chronaximeter 
which will give accurate results up to one ten-thou- 
sandth of a second. 


The second lecture was entitled “Chronaxic theory 
of the efficacy of the nerve impulse; isochronism as” 
a principle of ‘switching’ in the nerve centres.” If 
the muscle is curarized, said Dr. Lapicque, it is less 
excitable to electrical shock and its chronaxie is in- 
creased from ten to thirty times the normal while 
the chronaxie of the nerve remains the same. If 
strychnine is applied to the nerve, its chronaxie de- 
creases and at one-half the original value the nerve 
is paralyzed but the muscle chronaxie is normal. The 
effect of veratrin is exactly the opposite of strychnine. 
The results in either case, however, are the same 
after a certain point regardless of the chronaxie. 
This is explained by chronaxic dysjunction. It has 
been found that when the muscle chronaxie equals 
twice the nerve chronaxie, dysjunction occurs. If 
veratrin is applied to its full effect, subsequent appli- 
cation of strychnine will restore isochronism with 
normal transmission power, as would be expected 
from the preliminary experiments. From this work 
it was concluded that the impulse will not pass un- 
less muscle chronaxie equals the chronaxie of its 
motor nerve. 


It was found that fast muscles have short chron- 
axies and slow muscles have long chronaxies. Carl- 
son of Chicago has formulated the law that the veloci- 
ty of a nerve impulse is inversely proportional to the 
duration of a single contraction in its muscle. La- 
picque on this work and his own has concluded that 
in each nerve fiber the chronaxie is inversely pro- 
portional to the velocity of the nerve impulse. If the 
chronaxie of the nerve is multiplied by the velocity 
of the nerve impulse, then, a constant is obtained 
which experimentally has been found to be nearly 
equal in all cases tried. On this basis, Dr. Lapicque 
suggested a new unit of measurement which is that 
time a nerve impulse takes to pass through one cen- 
timeter-of nerve; this unit is the chronaxie. 


The total duration of one nervous impulse, accord- 
ing to Lapicque, is equal to ten chronaxies with the 
ascending part of the contraction curve equal to three 
chronaxies. Other observers have found it to have 
a shorter chronaxie, but Dr. Lapicque pointed out 
that this does not matter because the ratio of the 
ascending part to the rest of the curve is always 
the same. Since it was found that the duration of 
the induced twitch is proportional to the chronaxie 
of the given nerve, a slow or quick muscle can be 
stimulated by a quick induced current, but the oppo- 
site is not the case. Carrying the experiments fur-. 
ther with frog and toad muscles, it was shown that | 
the quickness of response to stimuli of the muscles 
are proportional to their respective chronaxies. 

Dr. Lapicque then discussed the “switching” of 
nerve impulses. The old idea was that the impulse 
came to a neuron and had a choice of several differ- 
ent pathways, and why it went one way or another 
was not understood. In the lecture all this was 
explained on the principle of chronaxie, the nerve 
impulse traveling one certain way because the neu- 
rons in that pathway were all isochron. 

The title of the third lecture was “Summation and 
the addition latente; heterochronism in the reflex 
arc; mechanism of the action of strychnine.” 

Dr. Lapicque again emphasized that since the in- 
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troduction of the neuron theory, the intercellular 
rather than the intracellular conduction must be 
considered. First, the power of discrimination of 
nervous impulses was assigned to the motor endplate 
and later on due to the necessity of explaining the 
phenomena, the synapse was imagined. In Dr. La- 
picque’s judgment, probably neither the synapse or 
endplate exist at all. 

If there is “switching,” the nerve impulse must 
reach several neurons at the same time. Since the 
nerve fibers entering the spinal cord go up and down, 
there must be some distinction between the several 
impulses. However, all these fibers are so inter- 
woven that there must be postulated a polysynapse. 
The question was raised whether the same rules of 
peripheral chronaxie can be applied to the synapses 
of the spinal cord. Dr. Lapicque believes they can. 
He believes that the “switching is a protoplasmic 
phenomenon because: (1) excitability obeys a unit 
law in all experiments and protoplasm is the only 
thing which is common to all of them; (2) conduc- 
tion is a protoplasmic property in all experimental 
specimens; (3) with the change of ph, the swelling 
in the muscle increases and the chronaxie decreases; 
the maximum of swelling and the minimum of chron- 
axie corresponds to the iso-electric point of the 
muscle. 

A complication of this theory is the summation 
response in the afferent impulses of a spinal reflex. 
It was found that nerves differ in this response and 
those nerves which always need more than one stim- 
ulus to react are called “iterative” nerves. There 
is also the phenomenon called addition latente which 
depends upon the muscle chronaxie and the briefness 
of the stimulus. Thus, there is a correlation between 
chronaxie and summation time. If cold is applied 
to the sciatic nerve of a frog, the chronaxie is changed 
while the summation time is stationary, while if cold 
is applied to the frog’s back, the summation time 
of the nerve is changed with chronaxie the same. 
After years of experimenting Dr. Lapicque has found 
that the summation time equals five times the chron- 
axie divided by the square root of the duration of the 
stimulus. Summation is definitely dependent on 
heterochronism. 


The lectures while highly technical and scientific 


were clearly and lucidly presented. Dr. Lapicque 
deserves great credit for his fine lectures. 


CAPE COD HEALTH BUREAU ASSOCIATION 

The meeting at Hyannis on May 24 of the Cape 
Cod Health Bureau Association is important in that 
it marks the action of the citizens of the Cape in 
_ completing the tuberculin testing of their herds. By 
the authority of a special enactment, House Bill 1108, 
the State Director of Animal Industry is empowered 
to declare the county a quarantine area, a modified 
accredited area, and prescribe regulations preventing 
shipment into the county of other than certified 
bovines, under penalty, $500 for maximum fine or 
imprisonment for not more than a year, or both. 
The daily press has since announced the declaration 
of Barnstable County as a quarantine area. 

Dr. E. A. Crossman of the U. S. Bureau of Animal 
Industry, and Dr. H. Peirce of the similar State 
division, were present and with the county milk 
inspector, George T. Mecarta and the county health 
officer, Dr. A. P. Goff, outlined the progress of the 
work. One owner of cattle had been in opposition, 
but on the morning of the meeting had relented and 


his cows had been tested, making Barnstable 100 per 
cent. tuberculin tested. 

An unfortunate condition that the morning’s dis- 
cussion revealed, is that the State has no general 
law enforcing the testing of cattle, and it is possible 
therefore, for untested cows to be sold and delivered, 
and they may be even smuggled into quarantine 
areas, when the parties are unprincipled. There is 
therefore a problem as to the regulations necessary 
for loeal prevention of such processes. 

So far as Barnstable county is concerned, most of 
it is fairly well protected, since such entry to the real 
Cape must be made over one of two bridges or 
through one of two ports. A conference is to be 
called very shortly between Federal, State and local 
officers for the discussion of the matter of entry. 

At the meeting, which was the annual one, the offi- 
cers elected were: President, G. W. Hallett; vice- 
president, E. G. Chase and secretary-treasurer, C. H. 
Bassett. Dr. Goff presented his report of county 
health work, various items being a report on the 
pollution of shellfish areas, which affects Barnstable 
but little, since there are only three prescribed 
areas; progress in the examination of school chil- 
dren, which is continually advancing; some scarlet 
fever, and one suspected case of anthrax; and an 
influenza survey of Brewster and Eastham. Yar- 
mouth and Dennis are discussing the joining of their 
public school systems; there has been considerable 
immunization of children against diphtheria, and in 
this matter Dr. Goff made a plea for the immuniza- 
tion of all children under the age of ten; there is 
pre-school work in every Barnstable town; and on 
account of the smallpox outbreaks in the State, vac- 
cination, which was somewhat neglected, is pretty 
nearly completed. Other matters in the report of 
Dr. Goff, were dumping grounds, and the necessity 
of flyproofing privies. 

In the afternoon both Dr. Crossman and Dr. Peirce 
were speakers on the matter of quarantine, and Mr. 
Mecarta outlined local conditions in cattle and the 
milk industry. 

The discussion on dumping grounds was very gen- 
eral, the outcome of which was that supervision is 
necessary to guard against the carelessness of those 
delivering rubbish. In one town six to seven truck- 
loads a week are left by autoists and dropped from 
improperly cared for rubbish trucks. A full-time 
supervisor of the dumping ground, which seems 
desirable, is a burden to small communities. 


THE LAWRENCE MEDICAL CLUB 


The monthly meeting of the Club was held Monday 
evening, May 27, with Joseph Kittredge, M.D., at 56 
Academy Road, North Andover. The Chairman for 
the evening was Joseph Kittredge, M.D. A paper 
“Bone and Nerve Injuries During Pregnancy” was 
read by Charles J. Kickham, M.D., of Boston. 

J. Forrest Burnham, M.D., of Lawrence thanked 
the members of the Club for the work which they did 
in assisting the officers of the Massachusetts Medical 
Society to show the members of the State Senate, 
the seriousness of the injury to the public health 
that was threatened in the proposed chiropractic bill. 
This attempt to break down the Medical Registration 
Laws was defeated. 


NEW ENGLAND SURGICAL SOCIETY 
The Annual Meeting of the New England Surgical 
Society will be held September 27 and 28, 1929, at 
Fall River, Mass., and Providence, R. I. 
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The Tentative Program is somewhat as follows: 
27 
A. M.—Clinics—Fall River, Mass. 
Symposium Urology. 
P. M—Scientific Papers. 
Evening—Annual Dinner—Providence, R. I. 
SaTuRDAY—SEP 28 

Noon—Clam Bake. 

Note:—Please send titles of proposed scientific pa- 
pers to the Secretary, John M. Birnie, M.D., 14 Chest- 
nut Street, Springfield, Mass., as soon as possible 
that they may be passed upon by the Executive Com- 
mittee. 


June 18—International Hospital Congress. Complete 
notice appears on page of. January 24. 


July 8-9—American Association for the Study of Allergy 
Complete notice appears on page 906, issue of April 25. . 

July 9—American Heart Association. Scientific Mee 
from 2 to 6 P. M. in the Auditorium of the Woman’s bP an % 
448 Taylor Street, between 12th and 13th Streets, Port 


September 27-28—N Surgical Society. De- 
tailed notice appears on page 


October 7-19—New York Fate of Medicine. De- 
tailed notice appears on page 468, i issue of February 28. 


BOOK REVIEWS 


A Textbook of Psychiatry. D. K. HeNpERSON and 
R. D. Grtutespre. Oxford Medical Publications. 
1927. 


This book is an excellent one. It is up-to-date, 
sane, and conservative in its evaluation of the recent 
trends in psychiatry, well constructed, and wert in- 
dexed. 

In addition to the explanatory text there are many 
case histories cited to amplify the reaction types dis- 
cussed. 

Being written by two Scotchmen, and based upon 
clinical material observed at the Glasgow Royal Men- 
tal Hospital, the Phipps Clinic in Baltimore, the Psy- 
chiatric Institute of New York, Ward’s Island, New 
York, the Cassel Hospital in Kent, England, and Guy’s 
Hospital in London, it is unusually well founded. 
The influence of Adolph Meyer is evident. 

In short, this textbook presents the teachings of 
the present leaders in psychiatry in England and 
America, and does so in a very satisfactory manner. 


Ultra-Violet Radiation. By ELeanor H. RUSSELL, 
M.D., B.S., Dunelm, Honorary Physician Sun-Ray 
Clinic, Newcastle-on-Tyne, and W. Kerr RUSSELL, 
M.D., B.S., Dunelm, Medical Director Sun-Ray Clin- 
ic, Newcastle -on-Tyne. Third Edition, William 
Wood & Company, New York; E. & S. Livingstone, 
Edinburgh. Pp. 648. Price $6.50. 


This book is valuable at this time when so many 
men are trying to make up their minds as to the 
real place of ultra-violet radiation in medicine. It is 
in large part taken up with technical detail but this 
can probably not be avoided. The authors do not 
make foolish claims for this method of treatment 
and their contention is perhaps best summed up in 
the following quotation: “The greatest field of use- 
fulness for ultra-violet radiation lies in the preven- 
tion rather than in the cure of disease. It is, how- 
ever, almost a specific remedy in such dissimilar 
conditions as rickets, surgical tuberculosis, alopecia 


areata, spasmophilia, and hay fever; and in a very 
large number of diseases it is a useful adjuvant, sup- 
plementing other necessary remedial measures” (p. 
416). 

“The very large number of diseases,” mentionec 
above, includes diseases of all the different systemg 
of the body—skin, nervous, blood, circulatory, respi 
ratory, genito-urinary, etc. 

The authors’ explanation of the value of this treat 
ment is summed up in the following paragraph: 

“When selecting cases for ultra-violet radiation 
the biological effects of the rays must be borne in 
mind. It must be remembered that the rays form 
some substance in the skin that is absorbed by the 
blood and thus carried through the whole system. 
The chief general effect is an increase in the rate 
of metabolism: the appetite is stimulated and the 
‘whole resistance of the body is raised, and hence 
comes the value of this treatment after acute illnesses 
and in weakly children and adults. The number of 
micro-organisms in the intestinal tract is reduced, 
absorption is facilitated, and catarrh is lessened. 
"|The tone of unstriped muscle is increased, and ob- 
stinate cases of constipation and auto-intoxication 
from, the bowel are greatly benefited. Anemias are 
aided, by stimulation of the haemopoietic system and 
increase in hemoglobin; rickets, from the increase 
of calcium and phosphorus in the blood; and surgical 
tuberculosis and many infections, by the increase 
of the bactericidal power of the blood, lymphocyto- 
sis, and increase of general resistance. Ultra-violet 
radiation also stimulates the endocrine system, espe- 
cially the thyroid and sexual glands.” 


Report on Fourth International Congress of Military 
Medicine and Pharmacy, Warsaw, Poland, May- 
June, 1927. By Witt1am SEaMAN BAINBRIDGE, 
Commander, M.C.-F., United States Naval Reserve, 
Member of Permanent Committee, Delegate from 
the United States. The Collegiate Press, George 
Banta Publishing Co., Menasha, Wisconsin. 

This report on the “Fourth International Congress 
of Military Medicine and Pharmacy” contains much 
of interest to the internist and surgeon in civil life; 
as well as to army surgeons. 

- Particularly to be metioned in this connection are 

the articles and discussions on the “Etiology and 

Prophylaxis of Influenza,” and that on “Sequelae of 

Traumatisms of the Skull and their Treatment.” 

In the communication on influenza Jiirgens give 
an interesting account of the history of influenza, 
from the pandemics sweeping Europe as early as the 
fourteenth century, until the present time. ms 

There is an exhaustive study of all that concerns ™“ 
the bacteriology of the disease, his conclusion being” 
that, “Recent investigations on the etiology of in- 
fluenza have shown that the cocco-bacillus on Pfeiffer 
cannot be considered as the specific virus of the 
disease.” 

Of particular interest to the military surgeon and 
the pharmacist and chemist are the communications 
on “Evacuation in Moving Warfare,” and “The 
Arsenobenzols: Methods of Analysis and Chemical 
Determination.” 

The numerous illustrations, which show many of 
the members of the Congress, single or in groups, 
and the views of many interesting and historic places 
in Poland, enhance greatly the value this small 
volume, which contains much of general medical 


interest. 


land, Oregon. 


